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THE IMPROVED AND EXTENDED ALEXANDER 
OPERATION." 


BY A. H. GOLDSPOHN, M. D., CHICAGO, ILL. 


ecology in the Post Graduate Medical School; Senior Gynecolo- 
Bh the German Hospital; Attending Gynecologist to the Post- 


Graduate and Charity Hospitals of Chicago. 


As time and space in this article will not admit of more than 
an allusion to some general principles, and a brief statement of 
the indications, contraindications, requirements for success, and 
the technic of this operation, the writer must refer the reader 
to other more detailed publications in which he has given ex- 
planations and proofs for the following declarations which indi- 
cate the general scope for this operation and its rationale: 

1. The various artificial forward fixations of the body or 
fundus of the uterus to the vagina, or to the abdominal wall, are 
to be condemned as not methods of choice for patients who may 
conceive, because they are unnatural, irrational, uncertain, and 
either cause more or less serious embarrassments in gestation or 
labor (in direct, firm fixation), or invite intestinal obstruction (by 
bands in case of suspension). 

2. The aggregate subjective and anatomical evils that arise 
from retroversion or retroversio-flexion of the uterus* are largely 
due to the descensus of adnexae (ovaries in particular) that fol- 
lows upon the retroversion. 

3. A fulfilment of all the indications in operating and the at- 
tainment of more nearly perfect health than has heretofore been 
achieved, demand that enduring restoration to normal position 
be secured, not merely for the uterus, but also for the ovaries. 

4. While in a majority of cases this is sufficiently accomplisht 
by securing the uterus in normal anteversion, in the remainder 
of all such cases it must be achieved by specially shortening 
the lateral infundibuliform or proper suspensory ligament of the 

vary. 

P wd To do this, requires sufficient access to the lateral wall of 
the pelvis, which can be had from an ample median ventral in- 
cision, or through the internal inguinal ring, merely dilated tem- 
porarily in conjunction with the usual incision for shortening the 
ligament, but not by any of the vaginal approaches which are 
indeed serviceable for extirpation, but not for conservative surg- 
ery upon the adnexae; because the ovaries are necessarily and 
perniciously dragged down, and then cannot be restored to their 
normal lateral shelter by those routes. 

6. The only natural and most nearly ideal structures to deal 
with in correcting backward deviations of the long uterine axis 
of the uterus, by any route, are the round ligaments, that may 
be regarded as bilateral, muscular extensions from the muscular 
wall of the uterus itself that grow with the uterus in gestation 
and become involuted with it after labor, and that we may make 
very efficient use of, for our purpose, without materially disar- 
ranging any anatomy, or trespassing upon the important func- 
tions of the ureters, bladder, uterus and intestines, and without 
establishing a new thorn in the flesh in the form of persistent or 
ever-recutring pain from traction on peritoneal structures. 

7. By the most natural, serviceable and permanent short- 
ening of the round ligaments is that by way of the inguinal ca- 
nals, when properly done, because it brings its central strongest 
portion only into use, changes its course into a more serviceable 
forward direction, and eliminates the terminal weaker half; and, 
dependence is nowhere placed upon uncertain suturing and ad- 
hesions of peritoneal surfaces in the construction of loops, as 
must be done when these ligaments are shortened intraperitoneal- 
ly by either vaginal or ventral celiotomy. 

8. In the majority of all cases of infection of the internal fe- 
male generative organs, the infecting agents do not continue to 
exist, in an active state, indefinitely; but die out without leaving 
foci or accumulations of actively infectious material in or about 


*The term retrodisplacement should be discarded because it 
does not refer to the inclination of the uterus at all, and because 
it may be confounded with retroponation, i. e., backward retrac- 
tion of the normally anteverted uterus. 


these organs. But a variable degree of invalidism of the patient 
results from the adhesions, fixations and deformations of the or- 
gans and degenerate conditions of appendages, which have re- 
sulted from the previously active inflammatory processes. 

9. These results of such processes can usually be overcome 
and the organs thoroughly liberated and resected or removed, if 
necessary, except in a few cases of extreme fixation of the parts 
or corpulence of the patient, by means of a finger (rarely two fin- 
gers) introduced through the dilated internal inguinal ring of one 
or both sides, in conjunction with thé required inguinal incisions 
for shortening the round ligaments. 

INDICATIONS. 

The procedure just mentioned originated with the writer, as 
far as records testify, on the 18th of September, 1893, when he 
traced the left round ligament from within outward and inciden- 
tally removed the corresponding tube and ovary by the same in- 
cision for the first time. With the addition of this important 
intra-abdominal work, and with considerable reconstruction oth- 
erwise, the old Alexander operation (which, as a mere competitor 
of the simplest nature, without any complications in appendages) 
becomes applicable, as the method of election, to a very large ad- 
ditional class, namely. those. very numerous retroversions and 
flexions of the uterus in which infection has left behind it various 
adhesions and constrictions about the organs or disease of ad- 
nexae, but has itself died out without leaving depots of infec- 
tive matter that would be dangerous if extruded in the abdomen. 


CONTRAINDICATIONS, 


(a) Probable presence of actively septic material that might 
be accidentally squeezed out. 

(b) Extreme corpulence of the patient when intraabdominal 
work also is needed, and rare cases of extreme fixation and im- 
mobility of the uterus. (In such cases the gonococcus or thetuber- 
cle bacillus is usually still ‘on the war path.’’) 

(c) Markt elongation of the sacro-uterine ligaments or des- 
census uteri of more than the first degree. 

(d) Stiffly retroflext uteri whose fundus is very heavy as the 
result of metritis or from fibroids, present too much weight pos- 
terior to a line joining the points of origin of the round ligaments, 
to be secured in anteversion permanently by dealing with these 
ligaments alone. A thorough ventro-fixation in these cases and 
in those prolapse in addition to vaginal plastics is nec- 
essary and is also admissible; because fortunately such patients 
are usually in advanced years and otherwise have little or no 
prospects to become impregnated. 


REQUIREMENTS FOR SUCCBSS. 

(1) A reasonably accurate abdominal and pelvic diagnosis 
(in addition to a general one) obtained when the bladder and in- 
testines are empty, and the patient is in suitable attire and posi- 
tion, by external, by vagino-abdominal and by recto-vagino-ab- 
dominal bimanual palpation, and taking in not merely the gen- 
eral topography, as position, mobility, size, shape, consistence 
and tenderness of each organ, as far as possible, but above all 
things, deciding the question—irrrespective of the amount of ad- 
hesions, etc.—whether actively septi: or infectious elements, nota- 
bly accumulations of pus, are certainly absent. 

(2) All adhesions and fixations of the uterus and appendages 
must be thoroughly severed so as to restore a normal range of 
mobility to each part; and the adnexae must receive such surgical 
correction as their condition and position indicate, all of which 
is an integral part of this operation. 

TECHNIC, 

This is a very important subject, for upon the correct execu- 
tion of every step depends some important issue in the future re- 
sults. And the fact that it is sometimes not easy to find the liga- . 
ments is the principal—although very unjust—reason why: the 
old and simple operation was not more generally adopted. But 
this difficulty is always surmountable after due observation and 
practice, when the following method and devices are adopted: 
An incision, on each side, from five to seven cm. in length, and 
extending down to the aponeurosis of the external abdominal 
oblique muscle is made, beginning at the spine of the pubis and 
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extending upward and outward 1 or 1% cm. above Poupart’s liga- 
ment, and parallel to it. By rubbing the aponeurosis at the bot- 
tom of this wound the external abdominal ring is made to ap- 
pear distinctly. The bunch of fat projecting from it, which us- 
ually embraces some of the terminal filaments of the round liga- 
ment, is caught in a forceps and drawn upon gently while a few 
of the circular fibers that run around the outer acute angle of the 
ring are cut. Now, no more cutting. From here the aponeuro- 
sis is split upward and outward fully as far as the skin incision 
with the fingers or with a blunt instrument, and its edges are 
drawn apart with retractors. The bunch of fat in the grasp of a 
forceps in the external ring is then drawn upon, and in the 
strand of tissues thus elevated the first traces of round ligament 
usually appear and as it is followed up it grows in thickness 
and clearness as a bluish white semi-tendinous cord intimately 
surrounded or interwoven with the muscular tissue of the intern- 
al oblique and transversalis muscles through which it very grad- 
ually emerges in the posterior wall of the inguinal canal, and into 
which it sends out terminal fibers by which it becomes frayed out 
to a variable degree. ‘These muscular connections are pulled off 
with tissue forceps, until a fold of peritoneum appears extending 
outward and upward as the ligament is drawn upon. ‘This fold 
of peritoneum it is better to incise with scissors, In order to se- 
cure clear cut edges in it for the subsequent manipulation 
through the internal ring. Thus, no really bearing structures are 
incised or cut across, but merely cleft; and they will fall together 
again when allowed to do so. In those cases (about one in ten) 
where the round ligament has become completely frayed out in 
the floor or posterior wall of the inguinal canal, and no fibers run 
into the external ring, it is best to hook up a roll of the muscle- 
- tissue from the posterior wall of the canal at about the inner 
margin of the internal ring, with a small aneurism needle, and 
make traction upon it while the finger of an assistant, placed 
upon the cervix in the vagina, observes whether a due motion Is 
imparted to the uterus. If this is not the case, then another 
grasp of muscles is taken until the ligament is known to be in- 
cluded, and is then isolated from the muscular tissues at or near 
the internal ring. In very rare cases of anomalous distribution. 
this method also fails, and then it is best to tease the muscular 
and subserous tissues apart at the site of the internal ring down 
to the peritoneum, incise a fold of this and introduce an index 
finger to the cornu of the uterus, from which the tube and upper 
edge of broad ligament are traced outwards, and the latter Is 
seized with a forceps and drawn upon. ‘Then the round liga- 
ment can readily be found in its place within the broad ligament, 
from one to three cm. anteriorly from the Fallopian tube. It ts 
important that the intraligamentous portion of the round liga- 
ment be thoroughly drawn out in all cases to secure sufficicnt 
and permanent anteversion of the uterus whose fundus should de 
brought snugly against the abdominal wall. To do this 


THE PERITONEUM MUST ALWAYS BE OPENED, 


and then stript inward upon the ligament with forceps, assisted 
now and then with a scissors, so as to allow the ligament to re- 
main re-enforced by a strip of peritoneum that is intimately at- 
tacht to it on its inner or anterior side. While a forceps on the 
distal end of the ligament now holds it drawn out, the internal 
ring is stretcht with a pedicle forceps so as to admit the index 
finger readily, and, in exceptional cases, the middle finger also 
if needed for difficult work in the pelvis. Thus the tube and 
ovary are always examined on each side; fixations of uterus and 
appendages are severed perfectly and readily except in some 
few cases of complete immobility of the uterus or of excessive 
corpulence of the patient, for which this operation is not suita- 
ble. Freqnently it is necessary to steady the uterus to keep it 
from dodging the finger in the abdomen, by means of two fin- 
gers in the vagina. Occasionally it is well to re-enforce these fin- 
gers by means of a thick sound introduced into the uterus after 
it has been curetted and cleaned. 


If it is desired to inspect or to treat the tube or ovary, usual- 
ly the former, it is easily brought into view with the finger in the 
pelvis, and can be drawn up into the wound with forceps caught 
on its outer coat. As it is drawn out with fingers, the ovary, drawn 
by the fimbria ovarica, follows soon after the ampulla and is 
helpt to emerge with a lithotomy forceps, or with the finger-eye 
in the handle of a pedicle forceps, while the internal inguinal 
ring is held well open with a small retractor drawing inward and 
upward. Being delivered, and a forceps being caught upon the 
firm utero-ovarian ligament and the retractor removed, the ovary 
does not slip back. Now the tube and ovary can be still furth- 
er drawn out, clampt and tied off near to the uterus, and re- 
moved if really necessary. Or salpingostomy and resection of 
the ovary may very readily be done; and the lateral or upper 
suspensory ligament (ligamentum infundibulo-pelvicum) of the 


ovary can be shortened if it be elongated so as to allow the ovary 
to come not merely into, but in advance of, the wound. This 
is done by passing a round curved needle with fine silk, through 
the inner edge of this ligament at a point as low down as can 
be reacht by depressing the surrounding abdominal wall, and 
then passing it around the ovarian fimbria and uniting those two 
points, which brings the ovary and ampulla of the tube against 
the lateral wall of the true pelvis, where they belong, and with- 
out direct fixation of either. 

The wound is closed in four layers with continuous.sutures: 
(1) The peritoneum and edges of the dilated ring are united, and 
the round ligament is drawn out ad maximum while the inner 
angle of the opening is closed around and fastened to it; so that, 
as it retracts, it will tent the peritoneum inward and deflect ab- 
dominal pressure. (2) With a double thread of medium-sized 
eatgut, a roll of muscle is gathered up above the lateral angle 
of the ring just closed, is brought down over it, and united to 
the under or posterior surface of Poupart’s ligament, which has 
been made accessible by means of a forceps caught on the lower 
torn edge of the aponeurosis, and turned over downward und for- 
ward. Three or four more such rolls of muscle, one to one and 
a half om. thick, are brought down and fastened in the same way 
by as many continuous sutures taken successively inward, and 
by each of these stitches the round ligament is pierced near its 
center. Every second one of these stitches is fastened and 
prevented from slipping by being loopt under the preceding 
thread. 

So far, three very important items have been attended to: 

(a) The internal ring and inguinal canal are solidly closed to 
a point beyond their lateral extremities. 

(b) The round ligament is anchored broadly against the pos- 
terior surface of Poupart’s ligament, which is unyielding. 

(c) The ligament is never caught alone in any stitch, but upon 
a roli of elastic vascular muscle tissue, so that its circulation will 
never be cut off. 

The third tier of sutures consists in reuniting the rent in the 
aponeurosis of the external oblique, whose edges readily fall to- 
gether, with a single thread. For all these buried sutures hard- 
ened catgut (formalized and boiled) is used. The skin and sub- 
cutaneous tissues are united by silkworm gut. In closing each 
of these layers an occasional stitch is made to grasp a little of 
the preceding layer to avoid dead spaces and to make a solid 
massive union of all. : 

MORTALITY. 

It may be said that this operation itself, aside from the nar- 
cosis, has practically no mortality in the hands of judicious and 
experienced operators. It has certainly no more than do simple, 
uncomplicated, deliberately planned hernia-operations of which 
a number of operators have performed several hundred without 
a death. Several gynecologists have performed the old Alexan- 
der operation over a hundred times, and the writer has done the 
old and the new operation, with nearly equal frequency, togeth- 
er in nearly a hundred and fifty cases, all without any death 
due to the operation. In his last fifty cases every tube and 
ovary has been carefully palpated, and in three-quarters of these 
cases either resection of one or both ovaries, or removal of one 
tube and ovary, or removal of one side and resection of the other, 
or salpingostomy—with or without shortening the lateral suspen- 
sory ligament of the ovary—was done; and in all cases—simple 
or with intra-abdominal work—a curettement, and one or several 
plastic operations upon the perineum, vagina and cervix or anus, 
were carried out in the same narcosis, excepting in a single case 
that was pregnant. 

THE RESULTS, 

Quod valetudinem, are very good. The primary effect as to 
sickness of the patient during convalescence is distinctly less than 
in the average of abdominal sections—with the same other ad- 
junct plastic operations—in which substantially the same work is 
done on the adnexae and round ligaments. And the final degree 
of general health obtained by the average of these patients is bet- 
ter than that of any other gynecological operation or combination 
of operations of equal scope and gravity, while inguinal herniae 
are incidentally cured, but never caused, by this technic. 

THE ADVANTAGES OF THIS OPERATION ARE: 

1. That the original source of evil in the case, the displace- 
ment of the uterus, is definitely cured by the use of the best 
means in the best way, the only way that does not harbor any 
features that are antagonistic to the interests of the uterus in 
pregnancy and labor, and that, on the other hand, also stands the 
test of these phenomenal changes and functions of the uterus 
without permitting a recurrence of its former evil position. 

2. In this operation all the indications are fulfilled, accord- 
ing to the most perfect ideal, in restoring the ovaries also to a 
normal location, and in relieving the adnexae of worthless partl- 


us 
Ye 

; 
: 

| 
4 
oe 

- 

bis 

‘ 


Onr ras 


3 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 91 . 


cles and degenerate conditions, which marred the results of the 
old Alexander operation heretofore. 

8. By this operation a large number of patients are saved 
from the evils and permanent disadvantages of a full-fledged ab- 
dominal section, namely, the additional shock and danger from 
manipulation of viscera and exposure of peritoneal surfaces, the 
permanent adhesions of intestinal parts to the inner surface of 
the wound and all that that implies, the five per cent of mortali- 
ty, according to Fehling’s statistics and the development of ven- 
tral hernia in the scar of the ventral incision in a greater per- 
centage of.cases than that. 


REFERENCES. 
(a) Medical Record, October 8, 1898, page 509. 
(b) American Gynecological and Obstetrical Journal, Feb- 
suary, 1898. 
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(d) Amer. Jour. of Obstetrics, October, 1897, page 439. 


A CASE OF ECTOPIC PREGNANCY OPERATED UPON AT 
FULL TERM.—RECOVERY.* 


BY H. C. DALTON, M.D., ST. LOUIS, MO. 
Late Professor of Abdominal Surgery in the Marion Sims College of Medicine. 


Mrs. Mary W., aged 27 years, 5 feet 8 inches in height, weight 
150 pounds; commenced to menstruate at the age of 12 years. 
She had but one child, which was 8 years of age; no miscar- 
riages, menstruation had always been regular. During the earlier 
years of her life the period lasted a week, but for the last six or 
eight years it was not usually over four days in duration. 

On January 12, 1898, she had her last normal menstruation. 
She “missed” in February. On March 12, she had a flow which 
was preceded by sudden, agonizing pain, dizziness and vomiting. 
The urgent symptoms were relieved in a day or two, but the pain 
and vomiting continued several days. The flow was excessive, 
and lasted three weeks, and was attended throughout by cramps 
which she described as “terrible.” She was confined to the bed 
during the entire three weeks. This was her last flow. She 
states that her breasts commenced to enlarge in April; she did 
not, however, notice anything unusual about the pregnancy until 
the latter part of June, when she observed a swelling, or, as she 
termed it, a “lump” in the left iliac fossa. 

Motion was first felt on June 24. Nothing unusual occurred 
until the latter part of August, when severe abdominal pains de- 
velopt, referred to the entire left side, particularly severe in the 
left hypochondiac region. For this she consulted Dr. H. C. 
Fairbrother, who, in conjunction with Dr. John Stack, diagnosti- 
cated ectopic pregnancy. 

The excessive pains continued until she was relieved by op- 
eration. The patient was seen by Drs. Gehrung, McCandless, 
Dorsett. Meisenbach, et al. These gentlemen concurred in the 
diagnosis. I saw the patient first about October 10. The diag- 
nosis was readily made; in fact, it could hardly have been mist. 
The uterus was somewl‘ enlarged, but easily outlined. By 
bi-manual manipulation the fundus could be gotten between the 
fingers of the opposing hands. The organ was pusht slightly to 
the right. 

The consensus of opinion was that the patient should he let 
alone as long as she did well. On the evening of October 23 
Dr. Stack was called to see the case. Dr. Fairbrother being away 
at the time. He found her with rapid pulse, temperature 101 de- 
gees F., labor pains, hemorrhagie from the vagina, vomiting, 
ete. In other words “false labor” had set in. 

At 11 a. m. the next day I operated, assisted hy Drs. Hypes, 
Gehrung, McCandless, Stack, Nifong, et al. Her condition was 
then extremely grave, pulse 120, temperature 102 degrees F., 
respiration 30, skin very sallow. This condition was evidently 
due to sepsis, which I learned had existed for several days. 

A median incision was made from umbilicus to pubes. The 
8ac was adherent to the peritoneum to the extent of about two 
Inches. As this space was insufficient through which to remove 
the child the incision had to be extended into the general cavity. 
The child was removed with little difficulty. Its head was lying 
in the left iliac fossa, and its body transverse to that of the 
mother. Examination revealed the placenta attacht to the bot- 
tom of the pelvis on the left side of the uterus. The placental 
implantation was qnite small; in fact, it was very much smaller 
than usual. With the left hand I tore it from its attachment. 
and, as rapidly as possible, filled the sae with iodoform gauze, 
packing it very tightly. I used five yards of 10 per cent fodo- 


*Read before the Missouri State Medical Association at Kan- 
sas City. 


form gauze. In spite of the rapid packing a large quantity of 
blood was lost, enough, in fact, to produce markt acute anemia. 

The patient left the table in very bad condition. She did not 
rally for sixteen or eighteen hours, and then only in response 
to stimulation, warm application, hypodermatic injections, etc. 

At 2 a. m. the nurse telephoned me that the patient ap- 
peared to be dying, that she was pulseless, cold and clammy to 
the knees and elbows, that she was very restless, and apparent- 
ly in great pain. Believing that she would die, and, desiring 
to make her as comfortable as possible while living, I direc.ed 
the nurse to give her fifty drops of laudanum. This relieved 
the pain promptly, and enabled her to rest quietly, altho she did 
not sleep. 

At 11 a. m., twenty-four hours after the operation; she had 
rallied somewhat, but the exhaustion was still markt. This, 
however, gradually subsided. and after four or five days she 
was considered practically out of danger. I did not disturb the 
dressing for four or five days, and was surprised to find the 
gauze after so long a time very tightly adherent to the sac. So 
great was the pain consequent upon the force required to dis- 
lodge the gauze that’ it was deemed best to desist. It was al- 
lowed to remain until the seventh day and was even then re- 
moved with considerable difficulty. The firm adhesion was doubt- 
less caused by the dry condition of the sac. The cavity was 
irrigated with peroxide of hydrogen and repackt with gauze. 
The wound was redrest in this manner every second day for 
a month, when it was completely healed. The menses did not 
reappear until the latter part of February last, four months after 
the operation. I saw the patient on May 16, and found her in 
excellent health. The child lived four hours. 

An interesting feature of the case was the small placental 
implantation above referred to. The placent& showed fhat the 
implantation was exactly the shape of the human ear. 

The condition of the fetus as the result of its abnormal 
location was very interesting. As is almost universally the case 
in extra-uterine gestation it exhibited marks of unequal pressure 
and points of ulceration. Several amniotic bands were found en- 
circling different parts of the body; one especially constricting 
the right arm midway between the shoulder and elbow which 
was so buried in the flesh as fo leave nothing but the bone and 
vessels still intact. It only needed a fracture of the bone to 
have entirely separated the member and to have produced an 
“intra-uterine amputation,” rare cases of which are on record. 
This is the so-called “spuntaneous amputation.” Another band 
constricted the second and third toes of the left foot to such an 
extent that gangrene was produced. 

In reporting this case I am not animated by a desire to ex- 
ploit new or novel methods or to add to the already vast litera- 
ture on this subject; but the fact that the pregnancy proceeded 
to full term and that the patient was then successfully treated © 
makes the case, I think, sufficiently interesting to merit brief 
attention. Most of the literature dealing with cases of ectopic 
gestation is concerned with the earlier months of pregnancy, and 
this is inevitable, for a tubal pregnancy usually ruptures not 
later than the fourth month. 

We do not know what proportion of such cases are fatal to 
the mother, but we do know that such an accident usually ends 
the life of the fetus, and if the mother recovers the remains 
are usually absorbed with the accompanying hematocele or dis- 
charged after suppuration, or are encysted and cease to be a 
cause of trouble. Those rare cases in which both mother and 
ovum survive the rupture, and development of the fetus goes 
on in the abdominal cavity, form the basis of my remarks. 

Cases of ectopic gestation in the Jater months are usually 
seen only when they have been overlookt or not diagnosticafed 
in the early stages, for I think every surgeon at this day would 
urge an operation if the case is seen and diagnosticated early. 

Several forms of extra-uterine pregnancy in the later months 
have been described by authors. Some of these are purely 
imaginary (i. e., are considered as possible by the authors) and 
others are merely obstetric curiosities. Practically all late cases 
are best described as simply abdominal, the varieties described 
being determined solely by the portions of the abdomen occupied 
by the organs which are adherent to the sac. 

1 take it for granted that operation (usually celiotomy) Is 
the only method of treatment worthy of consideration. The 
questions arising are, when shall we operate, and what is the 
best method to adopt? 

As for the time at which the operation shall be done I doubt 
whether the interest of the child ought to be considered to any 
great extent. Most of the children resulting from such preg- 
nancies are malformed or weak, and often do not survive: more 
than a few days; yet the possibility that a hes'thy child may 
result must not be lost sight of. The most important thing in 
this connection is the undoubted fact that delay is dangerous to 
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the mother, there being constant danger of a rupture of the sac 
attended by fatal hemorrhage. 

There cannot certainly be any advantage in waiting until 
the full term of pregnancy has past and the inauguration of 
“false labor.” Such a course involves great danger to both 
mother and child. 

Taking into consideration the great danger to the mother it 
is considered good practice to operate as soon as the diagnosis is 
made, but if the case be seen when the child is viable, provided 
the woman be in good condition, it would be at least justifiable 
to wait for the period of undoubted viability. 

By an early operation the woman is saved from continued 
and constant peril. A smaller tumor is found with less extensive 
and less vascular connections. 

In case the fetus dies as the result of rupture, or from 
any other cause, nature may take care of the remains and bury it 
safely in the mother’s abdomen; it may be encysted, mummified, 
calcified or saponified, but yet is always a source of grave dan- 
ger. It may become infected even after years and either kill 
the mother by acute sepsis, or wear ouf her strength by a slow 
and constant absorption of septic material, or by the constant 
disc .arge of intractable sinuses. 

May it not be safer, then, to remove the fetus after its death, 
before these threatening dangers become real and present ones? 
The operation at this time is usually not so difficult and dan- 
gerous as during the life of the fetus because the placenta is 
shriveled and its blood supply cut off and much diminisht. 

Under some circumstances it is impossible to remove the 
placenta. In such cases two courses are open: After having 
attacht the sac to the line of incision to drain the cavity. trust- 
ing to adhesions to protect the abdominal organs and to slough- 
ing to remove the placenta. The other is to close the abdomen, 
hoping that the placenta will shrivel and become harmless. If 
trouble arises afterwards the abdomen may be opened and a 
partly or wholly detacht placenta may be dealt with in the most 
expedient manner. 

When time permits, the operator should always secure the 
ovarian and uterine arteries and thus almost completely shut 
off the blood supply to the placenta. Its removal would then 
be accompanied by but little hemorrhage. It need take but a 
moment for the forceps to be placed upon the uterine and 
ovarian arteries at the infundibulo-pelvic ligament. 

This method was used by X. O. Werder, of Pittsburg, a 
description of which may be found in volume VII. of the 
“Transactions of the American Association of Obstetricians and 
Gynecologists.” 


REPORT OF A CASE OF RHINOLITH OR NASAL CALCULUS.* 


BY WM. H. POOLE, M. D., DETROIT, MICH. 


Member of the American Medical Astoclation, Wayne County Medical 
ety, etc, 


Miss L. K., aged 24 years, from whose nose this specimen 
was taken, consulted me January.1, 1898, regarding her nasal 
catarrh, with which she stated she had been afflicted ever since 
her childhood. Ten years ago she had been treated for about a 
year by one of the leading rhinologists of this city, receiving con- 
siderable benefit, but for the last two or three years she has had 
a rather profuse nasal discharge, thickened and increasingly of- 
fensive in character, with obstruction to nasal respiration, loss 
of smell, nasal voice and the other usual symptoms which we 
find in an aggravated case of chronic rhinitis. Lately she had 
suffered from headache, which was increasing in severity, and 
was also troubled with weeping of the left eye. She had been 
using an atomizer for some years without getting any other re- 
lief than the keeping of the nose approximately clean. 

On making anterior and posterior rhinoscopic examination I 
found considerable hypertrophy of the turbinates of the left side, 
especially of the inferior turbinated bone. 

I suggested an operation for the removal of the hypertrophied 
tissue of the lower turbinal, which was impinging on the floor of 
the nose. This was agreed upon and on Saturday, January 15, 
I operated at 3 p. m. in the usual way, cocainizing the parts 
thoroughly and making a practically painless operation. 

Hemorrhag? was not very profuse and was readily con- 
trolled at this time. The patient returned home and soon after 
suffered from an attack of nervous sick headache, to which she 
‘was subject upon occasions of nervous strain. 

As usual, the headache ended with an attack of retching, af- 


i *Read before the Wayne County Medical Society, February 


ter which straining the hemorrhage started in afresh and rather 
profusely. I tried again to control it with styptics and plugging 
the naris with absorbent cotton, but did not succeed in thorough- 
ly arresting the flow of blood, and, as the patient was getting 
very weak, with the kind assistance of Dr. Suttie, I tamponed 
through the vosterior naris with a sponge tent, which instantly 
stopt the hemorrhage. I then ordered her to be liberally supplied 
with beef extract, for the double purpose of nourishment and to 
increase the arterial tension. 

Sunday, the next day, she was doing nicely, but was very 
weak; there was no recurrence of the hemorrhage, but I did not 


This cut is an illustration of the rhinolith, natural size. 


—? advisable to remove the tampon, as she was too weak to 
ear 

Monday, January 17, the patient was a little stronger, but 
owing to debility I could only remove a part of the tampon from 
the anterior naris. 

The next two days I removed still more of the sponge anteri- 
orly, in all about two-thirds of it being removed up to this time, 
the patient still being too weak to bear much manipulation. 

On Thursday morning, January 20, I attempted to remove the 
remainder posteriorly, but found it so firmly fixt that it could 
not be dislodged except with extreme force under anesthesia. I 
called in Dr. Chittick and anesthetized the patient, when, with 
considerable difficulty we removed the remainder of the sponge. 

After the patient recovered from the anesthetic I cleansed 
the nasal cavity thoroughly with hydrozone, one part to twelve 
parts of lukewarm water, and she returned home rejoicing, the 
turbinal wound being in good condition, healing nicely. 

Next morning she came to my office for treatment and stated 
she had enjoyed perfect freedom in breathing through that nos- 
tril until about 4 o’clock in the morning, when, changing her po- 
sition in bed, that side became suddenly obstructed. After 
cleansing the nostril, which was seemingly full of an offensive 
discharge, I discovered this body, which was attacht at the pos- 
terior end on the outer side of the inferior meatus, lying, as it 
were, in a groove or pocket. 

The anterior or loose end of it was sharp like a spiculum of 
bone, and black in color; it was freely movable about its long 
axis, so that you could pass a cotton holder around it and lift 
it from its bed. After cocainizing, I graspt it with a dressing 
forceps and, giving it a twist, removed it. I then thoroughly 
cleansed and disinfected the cavity with the hydrozone solution, 
which removed the odor and rendered the cavity wholesome. 

The next day the two smaller pieces were removed while 
cleansing and treating the nose. They were loose and seemed as 
tho they had just scaled off from the bed where the larger 
piece had lain. 

The spraying of the nasal cavity with hydrozone, followed 
by the use of glycozone, constituted the treatment for the next 
four days, by which time the offensive odor had entirely disap- 
peared and the parts had assumed a healthy condition. 

This concretion formed on the outer side of the inferior 
meatus, and as it grew larger it obstructed the flow of tears 
through the nasolacrymal canal, as evidenced by the overflow of 
tears from the left eye, which condition ceased immediately aftet 
removal of the rhinolith. 

The secondary hemorrhage was evidently due to a relaxa- 
tion of the pressure on the vessels of the turbinate, owing to the 
calculus being disturbed in its position when the patient was 
retching. 

As to the exciting cause of the formation in the case of this 


young lady, I could get only a negative history, there being no 
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recollection of any foreign object having been put up the nose in 
her childhood. Being desirous of ascertaining, if possible, what 
served as a nucleus, and at the same time of finding out the com- 
position of the formation, I cut it in two. 

Microscopical examination reveals that it is composed of am- 
orphous phosphates, undoubtedly the phosphates of calcium and 
sodium, which came from the tears. 

There has been a markt improvement in the young lady’s 
condition since the removal of the rhinolith; overflowing of the 
tears in the left eye has ceast, nasal respiration has become per- 
fect, her voice has lost the nasal twang, and her general health 
has improved rapidly, as indicated by the fact that she has gain- 
ed four pounds in weight since the operation (four weeks ago), 
and is still improving. 

270 Woodward Avenue. 


NERVOUS AND MENTAL DISEASES FOLLOWING PELVIC 
UPERATIONS.* 


HAROLD N. MOYER, M. D., CHICAGO, ILL. 
Professor of Nervous and Mental Diseases in the Chicago Clinical School. 


The topic assigned to me is a narrow one, namely, the ner- 
vous and mental diseases or changes which follow pelvic oper- 
ations in women. The purpose of the inquiry is to show if there 
is any difference in the nervous and mental effects which follow 
operations upon the pelvic organs from operations done on oth- 
er >arts of the body or surgical operations in generat. I have 
drawn my conclusions as far as possible from the literature 
which was accessible to me; and the material which I have col- 
lected, which is disappointingly deticient in many respects. Re- 
ported cases of the nervous and mental changes which follow 
operations in general are very disappointing, especially when 
studied from a statistical standpoint. There have been a large 
mumber of studies made in cases collected of the nervous and 
mental phenomena which follow operations in general, but 
when we come to analyze this material we find that it is so vary- 
ingly exprest in different groups and in different tables that an 
adequate comparison of a considerable number of cases is well- 
nigh impossible. If we remember the widely varying opinions 
as to the efficacy of a particular treatment of typhoid fever, or 
indeed so recent a subject as the antitoxin treatment of diph- 
theria, a disease which is comparatively the same in all indi- 
viduals, being of short and very nearly the same duration, it 
would seem as if the statistical method would throw abundant 
light upon the value of these treatments, and would serve at 
once to settle the question as to their value. But, as a matter 
of fact, it has not done so conclusively in all respects. How 
much more unsatisfactory must be any attempt to secure satis- 
factory figures relative to the subject under discussion! 

Is there any difference between operations upon the pelvic 
organs of women and operations in general? If we examine the 
statistics we will be at once imprest with the number of cases 
which are operated upon for pelvic disease which show insani- 
ty neurasthenia and other nervous troubles following operation 
and probably resulting from it. Some writers have come to tne 
conclusion that these operations are peculiarly liable to be fol- 
lowed by such phenomena, but if we come to analyze the cases 
more closely we will find that these operations were performed 
upon persons whose general health was greatly impaired, at 
least the great majority of them. They were very much re- 
duced by a long history of illness prior to the operation. The 
operations in themselves are many times prolonged, and a by no 
means infrequent condition is the one of infection, a slow pois- 
soning of the system for which the operation was undertaken. 
These things necessarily are apart from the operation itself, and 
they furnish a fruitful soil upon which nervous troubles and in- 
sanity are built, regardless of any surgical procedures. 

In order to get some basis for comparison, the essayist has 
taken fifty cases of operations upom the prostate and bladder. 
He has thought there might be some considerable relation between 
the pelvic organs in the male and in the female. By compar- 
ing fifty cases, excluding all those in which there was markt 
disease of the kidney, and we found that the nervous and men- 
tal effects following operations which might be attributed to the 
— per se were much greater in the male than in the fe- 
male. 

Taking all these factors into consideration, we are forced 
to the conclusion that operations upon the female pelvic organs 
are not attended with more nervous disturbances, such as 
neurasthenia or insanity, than are operations in general surgery. 


*Abstract of paper read before the American Medical Asso- 
ciation, 


There is a general opinion that psychical and neural disturb- 
ances are more apt to follow gynecological than other operations; 
but a result of this investigation totally disproves it, doubtless 
to the lasting satisfaction of gynecologists who have felt they 
were getting more blame than other surgeons for nervous dis- 
orders following operations. 

In closing, I must repeat that I have positively arrived at 
the opinion that there are no radical differences in the primary 
effects of operations upon the pelvic organs in men from the 
results of similar operations in women, or indeed of operations 
In general surgery. As to the possibility of a peculiar physlo- 
logical effect following extirpation of the ovary, not attributable 
to the menopause, I have at present no positive conclusion to 
offer, altho it is my belief that when possible the ovary had 
better be left, or at least a part of it, as it may have a secre- 
tory function of importance with which we are not as yet fa- 
miliar. I am, therefore, inclined to think that resection is better 
than excision. 


PREVENTIVE SURGERY. 


BY S. POLLAK, M.D., ST. LOUIS, MO. 
Ophthalmic Surgeon to the Mullanphy Hospital. 


It has been stated that death from appendicitis in the United 
States of America alone has been estimated on safe data to 
amount to more than 50,000 a year, which, if true, makes appeu- 
dicitis a more formidable disease than a virulent form of small- 
pox. To obtain immunity from the latter, vaccination bas been 
made obligatory in all civilized countries. 

A removal of a healthy appendix vermiformis in childhood 
would certainly be a preventive of appendicitis. It can also be 
assumed if this practice were kept up for three or four genera- 
tions, that following generation would probably be born with- 
out an appendix vermiformis, the physiological function of 
which is entirely unknown; the viscus certainly is not mist by 
persons from whom it has been removed, nor has any ill-effect 
resulted. 

Is it not incumbent upon the medical profession to memorial- 
ize Congress to appoint a committee to inquire into the advisa- 
bility of enacting laws, requiring abscission of the appendix 
vermiformis of all children before school age? Like measures 
compelling vaccination, the proposed statute would require that 
no child be admitted to the public schools without an authentic 
certificate of a competent surgeon, that “the appendix vermi- 
formis of —— has been removed.” 


PREGNANCY FOLLOWING VENTROFIXATION. 


BY A. LAPTHORN SMITH, M. D., M. R. C. MONTREAL, 
Professor of Clinical Gynecology in Bishop’s College, 


“Cases of Pregnancy Following Ventrofixation, and Improve- 
ments in the Technic of the Operator,” was the title of a paper 
by Dr. A. Lapthorn Smith, of Montreal, read at the late meet- 
ing of the American Gynecological Society. The author has col- 
lected 2500 cases in which ventrofixation was performed by 
forty-one different operators, and including 111 cases of his own. 
As a result of this extensive study of the after-effects of the op- 
eration, he has come to the conclusion that  ventrofixation, with 
two buried silk sutures past through the peritoneum and fascia, 
gives the most reliable results in curing retrodisplacements, 
whether retroversion, anteflexion with retroversion, or prolapse 
of the uterus. He is of the opinion thet ventrofixation should be 
reserved for cases in which abdominal section is required for 
other reasons, such as the breaking up of adhesions and the re- 
moval of the diseased appendages, which caused the adhesions. 
If there is any likelihood of subsequent pregnancy, some other 
operation is preferable. "”regnancy occurred in 148 of the 2500 
cases, and in 36 of these (30 per cent) pain was present during 
gestation, miscarriage took place, or labor was so difficult that 
an obstetrical operation was necessary. In the cases in which 
suspensio uteri was performed, i. e., the uterus being attacht to 
the peritoneum only, but few relapses occurred, the patients were 
free from pain during gestation, and the labors were less difficutt 
and did not necessitate serious operative interference. Therefore, 
in cases in which any portion of tlie ovary is allowed to remain, 
the uterus should be suspended, and not fixt to the abdominal . 
wall. Intra-abdominal shortening of the round ligaments is 
claimed by some operators to be preferable to either ventrofixa. 
tion or suspensio uteri. This may be performed by drawing a 
loop of the round ligament into the ligature which ties off the 
ovary and tube; or, if the latter are not removed, by breaking up 


the adhesions which bind them down and shortening the round 
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ligament and doubling it upon itself for a distance of about two 
inches. By employing this method, if pregnancy occurs, the liga- 
ment stretches as gestation goes on, and the dragging and pain 
and other objectionable features, which occur in 30 per cent of 
the cases in which ventrofixation is performed, are avoided. 
When ventrofixation is undertaken, the stitches should be placed 
on the anterior surface near the top of the uterus. Complications 
are much more likely to occur when the uterus is excessively 
anteverted than when the auterior surface of the fundus is at- 
tacht to the abdominal wall, as described. This was clearly 
shown in the cases collected by the author. Scarification of the 
anterior surface of the fundus and corresponding surface of tbe 
abdominal peritoneum should be quite extensively made, in order 
that as large an area as possible may adhere. If this be done, 
but one buried silk suture will be all that is necessary to hold 
the uterus in good position. Many of the operators written to 
by the author in regard to the results of ventrofixation volun- 
teered the information that they had seen many cases in which 
pregnancy had followed Alexander’s operation, and that gesta- 
tion and labor had been perfectly normal. Therefore, the author 
exprest his opinion that this operation should be performed by 
preference in all cases in which the uterus and appendages are 
free. He furthermore advocated the employment of Alexander’s 
operation in cases in which there were adhesion after these have 
been broken up through a very small median incision. This pro- 


cedure would add but litle to the mortality of Alexander’s opera- | 


tion, which at present is nil, and the results of the latter opera: 
tion would seem to justify it. 


HOW TO WASH THE HANDS. 


BY HENRY T. BYFORD, A. M., M. D., CHICAGO, ILL. 
Professor of Gynecology in the Post-Graduate Medical School. 


The average American surgeon is a good surgeon. He can 
hold his own with the surgeons of any nation. Yet I am sorry 
to say that he has one’ vulnerable point in his scientific armor, 
one broken leg on ‘his chair, one foul place in his skin. The 
average surgeon knows how to operate well, but he does not 
know how to wash the hands! 1am not, however, desirous by 
saying this to convey the impression that the average European 
surgeon does know how to wash his hands—far be it from me 
to make such an inference at this time. But I have seen many 
surgeons in this country wash their hands and have not seen 
half a dozen wash their hands well. In Europe I have never 
seen them (properly) wash their hands at all. I do not even 
think that 1 wash my own hands well, but bope as science ad- 
vances that I may some day learn how to do so. HoweVer, as 
the method I employ at the Woman’s Hospital of Chicago, is 
apparently more thorough than that of any one I have seen 
used, 1 describe it, hoping that some unthinking surgeon may 
read this and some lives be saved. 

I cannot better lead up to what I have to sxy than by ex- 
pressing a few regrets: ; 


It is to be regretted that washing for a surgical operation. 


cannot be made as simple and satisfactory as a wash for dinner. 
It is to be regretted that soap will not wash off stains and 
mineral matter that may cover up and protect pathogenic 
germs. It is to be regretted that soap and water soften and 
penetrate the cuticle so slowly and imperfectly. It is also to be 
regretted that germicides do not always reach and kill the 
germs. 

But since these regrettable facts cannot be done away 
with we must, of course, arrange our method so that our dead- 
ly hands may be rendered harmless in spite of them. 


The preparations of the hands should be begun before break- 
fast, when the finger nails should be evt short, the hands ana 
arms washt in warm water and the skin thoroughly moist- 
ened with equal parts of glycerine and water, or if the skin 
does not tolerate glycerine well, one part to four. Every time 
the hands are washt during the day, up to thé time of the 
operation, they should be moistened with glycerine in the same 
way. This keeps the cuticle soft, and renders it much more per- 
vious to the soap and water. Where the glycerine has gone the 
water will penetrate and cleanse. 

Just before the operation scrub the hands and arms for fully 
twenty (20) minutes BY THE CLOCK in soft soap and hot 
water, going over each finger nail separately, between the fingers 
and vigorously over the knuckles with the fist closed. This 
washing will remove much grease and such ordinary dirt as is 
not covered by hardened inorganic matter. 


Then rinse the hands thoroughly in clean water, and wash 
them for a minute or two in vinegar or lemon juice, and wash 
this off with sterilized water. This will remove stains and in- 
organic matter and expose the underlying cuticle. 

Then scrub for five minutes in alcohol, with or without a lit- 
tle ether added to it. This will dissolve out the remaining fat 
and organic matter that was not reacht by the soap and, with 
the acid, will contract the cuticle so as to allow of the better 
penetration of the antiseptic into the minute cracks and crevices 
of the skin. 

Then scrub the finger nails, hands, arms, ete., in a warm 
1-2000 aqueous solution of corrosive mercuric chlorid for five 
minutes. This is the weakest solution that is efficient; but as it 
is to be preferred to any other strength as it will penetrate the 
cuticle better than stronger solution, for it does not harden it 
so quickly. ae ; 

At least every fifteen minutes during the operation dip the 
hands in sterilized water to wash off the blood and debris, then 
dip them in the warm bichlorid solution, to renew the antiseptic 
coating, and then dip momentarily in fresh sterilized water to 
remove the excess of the poison. 

Everyone who assists at the operation should use the soap, 
vinegar, alcohol and mercuric solution, for one assistant may 
have handled septic inorganic matter, and may thereby have in- 
fected the cuticle with the bacillus of tetanus. I once had a 
person to assist ne who hd been doing a littie work in a cel- 
lar the day before, and the patient died of tetanus. Vinegar 
would probably bave dissolved off the inorganic matter contain- 
ing the germs. Aazaother assistant may have infectedgher hands 
with fatty or other organic matter containing germs. 

This method it seems to me fulfills the indications fairly 
well, and is about as complete and complicated as ordinary 
practice will allow. The addition or substitution of another 
antiseptic is hardly desirable according to our present knowledge 
and experience, for the mercuric chlorid fulfills the indications. 
The fact that it hardens the surface, or forms an insoluble 
albuminate, is perhaps in its favor, since that insoluble album- 
inate protects the necessarily imperfectly prepared deeper por- 
tion of the skin, and the protecting albuminate can be renewed, 
if ese off during the operation, by dipping the hands in the 
solution. 


SURGICAL DON’TS FOR SERIOUS OPERATIONS. 


Don’t touch a septic wound for twenty-four (24) hours be- 
fore operating. 

Don’t depend upon antiseptic soap. 

Don’t allow strangers to assist at serious operations. 

Don’t change your regular assistants often. 

Don’t allow any preparation of the patient or of an as- 
sistant’s hands different from your own well-tried method. 

Don’t leave anything to be dependent upon the judgment of 
the nurse. 

Don’t allow an assistant to ligate important arteries or the 
tissues containing them. 

Don’t allow a junior assistant to close an abdominal incision. 

Don’t leave five or six sutures buried in the fissues when 
one will do the work. 

Don’t depend upon any sterilization but heat for instruments 
or dressings. 

Don’t wear long finger nails during nor between operations, 
hor allow nurses or assistants to do so. Leave that to the 
Chinese. 

Don’t use powders on dry closed wounds. 

Don’t disturb the tissues by contact with medicines except 
tor a definite indication. 

Don’t use antiseptic solutions in the peritoneal cavity. 

Don’t cut with fire when a cold knife will do the work 
equally well. 

Don’t try new methods (upon patients) in serious cases with- 
out thoroughly understanding the object, and after having care- 
fully considered their effects. Many new methods are recom- 
mended, few are adopted. 


Hare insists upon it that surgeons are too careless about keep- 
{ng their patients warm while operating. In this connection he 
relates an amusing incident of a celebrated English cerebral 
surgeon keeping the monkeys upon which he was experimenting 
in a hot-water bath during anesthesia to prevent ‘them dying 
from pneumonia. During the same day this surgeou kept a 
woman under ether for two hours with but a gown and thin 
sheet to keep her warm. Dr. Hare firmly believes that many 
cases of post-operative pneumonia would be averted if surgeons 
were more careful on this point.—College and Clinical Record. 
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THE ABUSE OF THE MECHANICAL TREATMENT OF 
UTERINE DISEA-ES.* 


BY C. K, FLEMING, M$D., DENVER, COLO, 


Professor of Gynecology at Gross Medical College; Gynecologist to St. 
Anthony’s Hospital, etc. 


A question that is frequently put by the physician to one 
engaged in the practice of gynecology is, What is the reason 
that there seems to be more pelvic disease in women than form- 
erly? In reply I have been obliged to state that I believe that 
the increase of pelvic disease is due, In a large measure, to the 
abuse of the mechanical treatment of uterine diseases. 

When a patient suffering from “female disease’ presents 
herself to the physician, as a general rule one of the means he 
employs for making a diagnosis is the uterine sound, which he 
immediately proceeds to use. Discovering, probabty, tenderness 
at the internal os with slight bleeding, he makes a diagnosis of 
uterine catarrh, and proceeds with the treatment which usually 
consists in the application of some caustic to the uterine mucosa. 
Following this if the uterus is displaced, a pessary is used, re- 
gardless possibly of the condition of the other pelvic viscera. 
The chances are that unless the practitioner is a man up to 
date, he will not be careful in regard to his asepsis. The sound 
has probably been past om another patient a few minutes before 
who may have been suffering from some purulent or infectious 
disease, and altho the sound may have been washt before using 
on the second patient still it will not have been made surgically 
clean, ‘and the result is the infecting of a simple endometritis, 
develops a more complicated salpingitis, pyo-salpinx, peritonitis, 
ovaritis, tubo-ovarian abscess and multiple pelvic abscess. Such 
may be, and frequently is the picture presented by many a 
patient who has been subjected to the unscientific use of the 
uterine sound or probe. As Baldy aptly says in fis An Ameri- 
ean Text Book of Gynecology, on account of the little tissue be- 
tween the endometrium and peritoneum, rich in connecting blood 
vessels and lymph streams, the physician should view 
endometritis from the peritoneal rather than the vaginal aspect, 
altho the uterus itself may be free from germs, yet tney are 
always present in the vagina and are easily introduced into the 
uterine cavity with an otherwise clean instrument if the vagina 
has not been properly sterilized before hand. 

The instruments most often used in office practice are the 
speculum, sound or probe, applicator, dilator, curette and pes- 
sary; each have their indications and contra-indications, which 
may be stated as follows: 


THE VAGINAL SPECULUM. 


Probably the most frequently used instrument of the physi- 
cian igs the vaginal speculum. Unless care is maintained, it may 
be the means of distributing infection. The time-worn practice 
of anointing the instrument before using, with the convenient 
vaselin, is dangerous practice and should be discontinued, for 
unless caution is observed in keeping the vaselin sterile, it may 
be a hot bed of infection. The vaginal speculum should always 
be sterilized before using, and either lubricated with sterilized 
glycerine (put up in compressible tubes), or else simply wert 
with warm sterilized water. It is well to have a number of 
specula, so that time is not lost between patients by being 
obliged to sterilize instruments. The speculum should be boiled 
(with the other instruments used) after each examination; other- 
wise gonorrheal or other infections material may be conveyed 
from one patient to another. 

By the constant use of the vaginal speculum, and especially 
the bivalve, the pressure of the anterior blade on the bladder or 
urethra may cause disease of these organs, therefore, the blades 
should not be separated any farther than is absolutely necessary. 


THE UTERINE SOUND. 


The uterine sound, I believe, should have no place in the 
armamentarium of the general practitioner, for from the cursory 
remarks above it is plainly seen that it is an instrument capable 
of doing much harm, and I firmly believe that the doctor who 
finds it necessary to use one to make a diagnosis of disease of 
the uterus, is not capable of doing gynecological work. The 
sound has been recommended as a uterine repositor, but as 
‘there are simpler and less dangerous means of replacing a dis- 
placed uterus, by position, etc., its use should be condemned. It 
is perfectly proper to use a sound at the time of operation to 
locate exactly a pedunculated or sub-mucous fibroid, but its use 
nlust be preceded by carefully asepti¢é preparatory technic. 
Other then this I can see no use for the instrument. . 


*Read before the Denver and Arapahoe County Medical 


THE UTERINE APPLICATOR. 


The routine practice of making topical applications to the 
uterine endometrium may be productive of more harm than- 
good. The caustic used may render the application aseptic,.but 
the danger and unsatisfactory result. arise from the fact that 
we may produce in the place of a hypertrophic endometritis an 
‘atrophic endometritis, a condition which may be even harder to 
relieve than the one for which the local application was made, 
or the slough resulting from the eschar may be retained in the 
uterus, unless the canal has been previously dilated, and thus be- 
come the nidus for an infective process. During the past seven 
years I have not applied an intra-uterine treatment in office or 
dispensary work, for I have found that those cases which would 
not respond to the use of the simple vaginal tampon carrying 
Rome of the various combinations of glycerine for depletion, 
would not be relieved by topical treatioent; something more 
radical was indicated. 

DILATORS. 


Dilatation of the cervical canal is accomplisht by various 
methods, tents, graduated sounds and divulsors. or in other 
words by gradual or rapid means. The use of tents should be 
econderaned in toto, as it is almost impossible te render them 
aseptic. Gradual dilatation by means of the graduated sounds 
should also be condemned, for, as a rule, this is done in the office, 
asepsis is not perfect, pain is markt and the patient is obliged 
to walk to her home. In this way risks are greater and irrepara- 
ble damage may occur. Rapid dilatation by means of Goodell’s 
dilator, or of some other form’6f heavy divulsor. is the ideal 
method. Tbe patient should invariably be anesthetized and 
should receive as careful preparatory technic as for a vaginal 
hysterectomy, and should be kept in bed from four days to a 
week, 

THE UTERINE CURBET. 


Curetage is undoubtedly of great assistance in the freat- 
ment of certain diseases of the uterus, but it is not a cure-all 
by any means. Gynecologists are called upon frequently to at- 
tend to serious conditions outside of the uterus. developing after 
the improper use of the curet. The indications for the uterine 
curet, I believe, are as follows: For diagnostic purposes, hyper- 
trophic endometritis. retained membranes and placenta, 
salpingitis, and as a preliminary step to celiotomy. The uterine 
curet should never be used in atrophic endometritis or in acute* 
gonorrheal endometritis. In acute septic endometritis it should 
be used to assist in the renfoval of any decomposing membranes 
or placenta. which may be present, but attempting to remove 
the endometrium at this time I believe to be decidedly Harmful, 
as nature has thrown out around the infected area a barrier of 
leuccocytes to prevent further infection. By removing this with 
the curet we simply open up a new tract for infection, either by 
way of the lymphatics or the blood vessels. The procedure may 
be likened to ‘adding fuel to the fire to put the fire out.” In this 
class of cases more benefit canbe derived, following the removal 
of the decomposing membrane or placenta, by careful irrigation 
and drainage of the uterine cavity. 

Curetage should never be done in the office, and only in 
exceptional cases should it be performed in the home of the 
patient. The patient should be sent to the hospital and carefully 
prepared, in fact strict surgical asepsis must be observed in 
order that the operation may be successful. She should be con- 
fined to the bed for at least a week. 


PESSARIES. 


A pessary is a much used and much abused method of treat- 
ing displacement of the uterus. Pessaries employed for patho- 
logically anteflext or anteverted uteri are useless. Pessaries 
used for retrodisplacemeut of the uterus are of some benefit, 
provided they are properly fitted, and there are no contra-indica- 
tions to their use. 
Contra-indications to the use of pessaries are displacemen'‘s 
with adhesions, prolapst and inflamed appendages, heavy uterus 
and relaxt or torn pelvic floor. They may be used with benefit 
in those cases in which the Alexander operation is indicated, but 
which the patient refuses. The pessary should be removed at 
least once in thirty days and the patient allowed to go without 
it for a few days. when it should be replaced. Pain, vaginal or 
pelvic, is an indication that the pessary should be removed, as 
its use is either contra-indicated or the instrument is ill-fitting 
or has become displaced. Pessaries allowed to remain too long 
in position may cause ulceration and in time become buried in 
the tissues, a complication very unpleasant to both patient and 
physician. 


Society Tuesday evening, October 25, 1898, 
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In concluding this rather elementary paper I desire t 
emphasize a few points as follows: : 
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First. The vaginal speculum altho of great assistance in the 
inspection of the cervix and vaginal walls, is capable, through 
the lack of asepsis, of carrying infection into the vagina, and 
from thence to the uterus. 

Second. The uterine sound should have no place in the 
armamentarium of the general practitioner. 

Third. The results from intra-uterine medication are, to say 
the least, unsatisfactory and may be decidedly harmful. 

Fourth. The rapid dilatation of the cervical canal by means 
of Goodell’s dilator or some other form of heavy divulsor is the 
ideal method, but the operation should always be performed in 
the home of the patient or in the hospital, and if not contra- 
indicated the patient should be anesthetized. 

Fifth. The uterine curet is of great value in the treatment of 
certain diseases of the uterus, but unless properly used and in 
proper cases, it is capable of doing much harm. It should never 
be used in the office, but where possible in the hospital, where 
strict surgical asepsis can be observed. 

Sixth. Pessaries, altho beneficial in the treatment of certain 
displacements of the uterus, are only palliative and should not 
be used unless radical means are refused. 

Seventh. . In all manipulations of the vagina or uterus, either 
manual of instrumental, the closest observance of surgical 
asepsis is essential, in order to avoid the liability of infecting 
through the vagina er uterus the pelvic viscera. 


LANDMARKS IN GYNECOLOGY AND ABDOMINAL 
SURGERY. 


BY BYRON ROBINSON, B. S., M. D., CHICAGO. 


Professor in the Chicago Post-Graduaie School of Syaseviony and Abdominal 
Surgery; Professor of Gynecology in the Harvey Medical College and 
the Illinois Medical College; Gynecologist to St. Anthony’s 
Hospital, and Consulting Surgeon to the Mary Thomp- 
son Hospital for Women and Children. 


Gynecology and abdominal surgery have now become well 
recognized special departments of medicine. For years I have 
pursued them carefully, as a special field of work. In many 
ways the first years of the study of these branches were not 
what they are now. Few knew much about them, and §8till 
fewer knew anything about the grand and successful gynecologic 
surgery of Mr. Lawson Tait. But the knowledge quickly spread. 
Gynecology and abdominal surgery in their Jignified sense 
mean to correctly diagnose disease and operate successfully. 
They are difficult to teach. A gynecologic clinic conducted sys- 
tematically is rare and difficult of access. 

For at least ten years I have been attempting to develop a 
system of practical gynecologic examinations, by which the ex- 
aminer could get the most in the shortest period of time. I 
have taught two kinds of classes: The under-graduate and post- 
graduate. The difficulties are that both classes are nearly all 
deficient in practical anatomy; hence, much time is lost in recall- 
ing the essential features of normal location and structure, not 
to mention pathology. A second-very great misfortune with 
the post-graduate is that he generally wants to operate long be- 
fore he is even able to make a correct diagnosis. This view of 
the matter induces him to neglect anatomy and diagnosis. 

I have employed two systems of teachings: 

1. Subjective. “Historical Landmarks in Gynecology,” or 
the report of the patient’s feelings. They are founded on phy- 
siology, function, and infection. 

2. Objective. “Anatomy and Pathology.” This is the phy- 
sical diagnosis made by the bimanual examination, and is in- 
dependent of the patient’s statements. 

1. The first division is especially important to under-grad- 
uates, as tt serves to instruct as to the clinical events in the 
functional life of women. These subjective reports or land- 
marks are: 

(a.) Menstruation.—Age, Duration, Regularity, Pain. 

(b.). Labor.—Infection. 

Abortion.—Infection. 

(4.) Discharges.—White, Yellow, Green. 
» (e.) Abdominal Enlargements.—Bloating, 

at. 

(f.) Complaint. Pain in Back, Stomach, Head. 

A. In quizzing the women for historical data, there are 
natural landmarks of function. Menstruation is one of the first 
functions of women. It is important to know the age at which 
a woman began her first function, as late menstruation may 
mean non-development of the genitals—infantile uterus, or in- 
flammatory process, both indicating sterility. Late menstruation 
tends to early menopause. Early menstruation means exces- 
sively developt genitals and late menopause. Irregularity means 
little, as most girls are irregular for over a year. The duration 


Tumors, Ascites, 


of the flow is significant, as a woman should flow only three to 
four days. A six-day flow means excessively developt genitals, 
and portends genital disorders. Pain (dysmenorrhea) at the 
monthly flow means inflammation, nearly always metritis. 
Thus, menstruation, woman’s first function, has four significant 
questions and vast interpretations from them may be made. 

B. The second function of women is labor. What we wish 
to know is, was she infected at any labor? This is mainly found 
out by asking her how long she was in bed after any labor. If 
a@ woman lies in bed two weeks or more at labor or abortion 
she is likely infected. 

Cc. The third function of women—in the landmarks—(a 
broken one)—is, has she had an abortion, and was she infected? 

We must learn how long she remained in bed after the abor- 
tion. Abortion is worse than labor, on account of deficient 
drainage and infection. The os is never ready for an abortion, 
but is always ready at the end of gestation for labor. Ait abor- 
tion the os is paralyzed by trauma and stands ogen for a few 
days, when infection may enter. Aftxr a few days the os re- 
covers and closes up on the contained infection (placenta), pre- 
venting free drainage, whence the tubes become the sewers and 
the pelvic peritoneum the cess-pool. If the woman was infected 
at the abortion, she will generally lie in bed a few days extra. 
It is astonishing to observe how many women date their illness 
from labor or abortion, when from evident causes the three great 
germs, man’s life-long enemies, the gonococcus, streptococcus 
and staphylococcus, run riot in growth and localities. 

D. A fourth landmark to inquire into is, has the woman had 
a vaginal discharge? All women have a white discharge, but it 
may be absorbed before it appears at the vulva. Has she a 
yellow discharge, it means pus, infection. Of course, the dis- 
charge may come from the urethra, or vulvo-vaginal gland, but 
it is likely from the endometrium, which has become infected. 
Has she a green discharge, it is from the bacillus pyoctyaneus. 
Such questions induce the stydent to think of cause and effect. 

E. A fifth question, has she an abdominal enlargement? 
The enlargement may be fat, hence it will be constant. It may 
be ascites, when it will vary or disappear: or it may be bloating 
or indigestion, gases. Reflex irritation from pathologic pelvic 
.organs passes to the abdominal brain, where it is reorganized 
and emitted to Auerbach’s and Meissner’s plexuses. If 
Auerbach’s plexus be irritated muscular disorder arises and 
colicky pains are felt. 

Tf Billroth-Meissner’s plexus be irritated by reflex action from 
the disordered pelvic viscera the intestinal mucosa may be disor- 
dered in three ways, viz.. (a) deficient secretion; (b) excessive 
secretion and (c) disproportionate secretion. The last (c) is the 
most frequent; it induces fermentation and gases—bloating, in- 
digestion. 

F. This localized triumvirate of pain is impressive. The de- 
tails, however, are of little use. The pain in the back is direct 
from dragging and pressure on the hypogastric and ovarian 
plexuses and the third and fourth sacral nerves. The pain in 
the stomach and head is reflex as well as direct. 

Thus we have a skeleton, a system or method, by which 
especially the under-graduate may learn to think along gyne- 
cologic lines and the post-graduate learns to apply. The student 
must learn what function is, and the meaning of infection and 
inflammatory processes. It should be remembered that sexual 
histories are notoriously false. In sexual histories the wise 
gynecologist always makes intra-cranial dectsions and conclu- 
sions. To ask a woman if she has had gonorrhea shows a lack 
of wisdom. Few of the laity know the nature of gonorrhea and 
it might raise a suspicion between the married. 

2. We now pass to the second division of our system of 
gynecology, the objective one; the one lying in the domain of 
physical facts—the things we learn to feel and see. It rests 
chiefly on what a bimanual examination reveals. It is independ- 
ent of the woman’s statements. It is all contained in anatomy 
and pathology. It is purely a practical system. 

We first put the patient on the table and flex the thighs on 
the belly and the legs on the thighs—all to relax the psoas mus- 
cles so that the external hand may press down into the pelvis. 
The anatomy of the external genitals may now be inspected, if 
required. The rule should be to always use one finger in the 
Pin, aay in order to secure room for delicate manipulation and 

eeling. 

The first great act of the drama is to find the os. Now, if 
the os be found at right angles to the index finger, i. e., perpen- 
dicular to the axis of the vagina, it is normal in position. If the 
os be found parallel to the vagina, it is pathologic in position. 
This includes all that is required as to positions of the os. The 
os assumes, however, two pathologic positions, viz., one parallel 
to the vaginal axis and one at varying angles to the anterior 
vaginal wall, as in extreme retroflexion or version. ¢ 
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The second great act in the drama is to locate the fundus of 
the uterus. Here is the rub that tests the gynecologist. First, 
remember the os, if it is in normal position, 1. e., perpendicular 
to the axis of the vagina, the fundus will be in normal position 
in nearly all cases. If the os be in pathologic position, i. e., par- 
allel to the vagina, the fundus is always in a pathologic posi- 
tion, dislocated. Now, the pathologic position of the fundus 
nearly always means metritis, version, flexion or peritoneal 
exudates. Hence, a pathologic position of the os, i. e., parallel 
to the vaginal axis, indicates that the fundus will lie forward, 
upward or backward. 

Now arises the oft-repeated question: What is the normal 
position of the uterus? The answer is distinct and easily under- 
stood. The uterus is in its normal position when it is perfectly 
movable. A normal testicle comes under the same rule, it is 
perfectly movable. A fixt uterus is a dislocated one. In general, 
the uterus is fixt by two factors, viz., its own stiff, hard, rigid, 
metritic walls or peritoneal adhesions Here we should impress 
on the pupil four distinct pathologic positions, viz.: 

1. Anteversion is where the uterus lies extended forward 
and is abnormally fixt. 

©, Retroversion is where the uterus lies extended backward 
and is abnormally fixt. 

3. Anteflexion is where the uterus is bent on its anterior 
surface and is abnormally fixt. 

4. Retrofiexion is where the uterus is bent on its own pos- 
terior surface and is abnormally fixt. 

One must never forget that a fixt uterus is a dislocated, 
pathologic one, and that the perfectly movable uferus is the one 
in normal position. There are two ways to locate the fundus. 
One is to place the finger against the cervix and with the other 
on the abdomen attempt to palpate the uterus between the 
hands. By bobbing the cervix upward against the abdominal 
wall, the external hand feels and locates the fundus. Another 
method is to pass the finger along the front surface of the 
uterus and feel for its direction. The same process may be re- 
peated along the sides or posterior surface; one simply feels 
by the walls the direction assumed by the body of the uterus. 

Now having located the position of the os (normal and path- 
ologic) and the fundus of the uterus (normal—mobile; pathologic 
—fixt), we come to the third great act in the drama, i. e., the 
location of the appendages. This is done by passing the index 
finger into the vagina well behind the broad ligament, and then 
with the other hand on the abdomen try to palpate the tube 
and ovary. The finger must go well back in Douglas’ cul-de-sac, 
posterior to the broad ligament. I have employed this system 
with many post-graduate doctors, and it seems to impress them 
well. The gynecologist soon learns to avoid all, or most all, 
subjective systems which depend on statements of patients. He 
soon learns to rely on anatomy and pathology as revealed by 
bimanual examination. 

This system, then, consists, first. in eliciting subjective re- 
ports from the patient’s life, as menstruation, labor, abortion, 
discharge and abdominal enlargements. Second, it consists in 
physically locating the cervix (normal or pathologic), the fundus 
(normal or pathologic), and, finally, of locating the appendages 
(normal or pathologic). It consists in discipline in bimanual 
examination. 'The essentials of success in the system are: 

1. A knowledge of anatomy. 

2. A knowledge of pathology. 

8. Bimanual examination with one finger (only) in the 
vagina. 

4. Two gentle hands, so that the patient may not be hurt 
in the least, nor the muscles (psoas and abdominal) insulted by 
trauma, or they will resent by tension. A successful bimanual 
examination must be done so gently that no muscle is put on 
‘a tension. Anesthetics should not be used in gynecologic and 
abdominal diagnosis, as the anesthetized patient’s sensations 
do not aid, and grave damage may be done to the unconscious 
subject. It is useless, cruel and unscientific to hurt women in 
examination. 

The “Landmarks in Abdominal Surgery” are the “Landmarks 
of the Digestive Tract.’ The “Landmarks of the Tractus In- 
testinalis” are the sphincters and flexures. The sphincters and 
flexures separate the digestive tract into natural divisions con- 
venient for a surgical reference. A sphincter physiologically is 
a guard for an orifice. Pathologically it 1s a region in which 
disease is apt to arise. A sphincter anatomically is a muscular 
ring which projects a mucous valve into the bowel lumen. A 
sphincter is liable to disease because (a) it has frequent con- 
gestion and decongestion. (b) it has a high blood supply, (c) it 
has a complex nerve supply, and (d) it has a large lymph supply. 
Sphincters are subject to carcinoma and stricture and occasion- 
ally sarcoma, 


A flexure anatomically is a fixt bend in the digestive tract. 
It is liable to disease from mechanical abrasion of its mucosa 
by hardened, sharp particles in the analward-moving feces. 
The course of events are mucal abrasions, infection, ulceration 
and finally cicatrization and stricture. A flexure is liable to 
malignancy (carcinoma and sarcoma)-and stricture disease. 

Abdominal surgery has chiefly made its brilliant successes 
and dismal failures at the sphincters and flexures. 

Probability is the rule of life and when disease arrives in 
the digestive tract, it may be lookt for at the sphincters and 
flexures. The hands of the experienced abdominal surgeon 
pass instinctively to the three great regions of peritonitis, viz., 
pelvic, appendicular and that of the gall-bladder. The sphincters 
and flexures of the digestive tract may be represented diagram- 
matically as follows: Sphincters: (a) Orbicularis orfs; (b) Car- 
diac orifice; (c) Pylorus; (d) Ileo-cecal valve; (e) Gerlach’s valve; 
(f) Anus. 

Flexures: (a) Duodeno-jejunal; (b) Hepatic; (c) Splenic; (d) 
Sigmoid. 

The orbicularis and cardiac orifices may be past by with 
the remark that they are subject chiefly to carcinoma. 

The pylorus is the chief sphincter-landmark in the tractus in- 
testinalis. It is an ancient landmark, grounded in nature from 
fish to man. The lowest fish, minnow (cyprindids), has no 
pylorus. But as the fish progresses in complicated structure the 
pylorus appears, accompanied by the ductus choledichus and 
appendices pyloricae and later by the pancreatic. The pylorus 
originally allowed only the fluids of the stomach digestion to 
pass while the bony and coarse non-digestible debris was ejected 
from the stomach through the mouth, to make room for new 
digestible matter. The pylorus became firmly establisht by long 
ages of function as a guard to the first stomach outlet and 
second stomach (duodenum) inlet. It became the seat of the 
numerous appendices pyloricae and the joint system pancreas 
and liver. In gastric carcinoma 60 per cent occur in the pylorus 
and stricture frequently occurs in the pyloric valve. 

The pylorus is the guard to the entrance of an ancient 
stomach which may now be observed in the fish (founders) with 
their (1 to 200) appendices pyloricae, which were the precursor 
of the pancreas. Into this second ancient stomach guarded by 
the pylorus, the liver and pancreas poured their contents then 
as now. The second stomach is the duodenum of mammals. 

The next sphincter of clinical importance is the ileo-cecal 
valve, the valve of Bauhin, of Tulpius or of Fallopius. It is 
significant for malignancy. It is the entrance to an ancient 
stomach, a guard to the stomach of animals. It allows gas to 
wae pore the rectum, but not fluid. 

e sphincter of modern importance is the valve of Gerlac 
the guard to the cavity of the vermiform appendix: er x 

It is large in a man, but small in a woman. In man it is 
so large that if a foreign body irritates the appendicular mucosa 
it induces the valve of Gerlach to swell and close the orifice of 
the appendix, allowing no drainage. The valve of Gerlach may 
have been a division or constriction in the third stomach of 
animals similar to the constrictions found in the stomach of 
ruminants and by atrophy from change of food resulted in 
dividing the third stomach into cecum and appendix. 

The next sphincter of practical importance which makes a 
distinct landmark in the digestive tract is the anal. It is the 
guard to the third stomach or colon contents. About 75 per 
cent of carcinoma of the tractus intestinalis occurs at the anal. 
sphincter, and gonorrheal strictures arise frequently within it. 
It is a double sphincter and the most vigorous of all ring mus- 
cles. Its double blood supply and valveless veins frequently 
brings it in the field of surgery and medicine. The sphincters 
of differentiation have become establisht land- 
marks in the digestive tract and from complicated fu 
structure are liable to disease. 

The flexures involved in disease chiefly belong to the third 
stomach or colon. Disease in the flexures is chiefly from me- 
chanical origin and subsequent infection. Trauma undoubtedly 
induces the carcinoma and trauma from hardened short feces 
abrades the mucosa which, results in infective ulceration and 
cicatrization—stricture. Seldom does disease arise in the flexura 
duodeno-jejunalis as the fecal current passing over it is fluid, 
causing little or no trauma. The sharper the flexure and the 
hardes the feces the more frequent the disease. Hence the 
frequency in order of their disease is 1, the sigmoid; 2, the 
splenic, and 3, the hepatic. The estimate will tally- with the 
frequency of local peritonitis found about the flexures. In the 
lower fish there is no division of the digestive tract, no stomatl, 
no pylorus, no colon, simply a straight, uniform tube reaching 
from mouth to anus. But by the slow addition of insensitive in- 
crements, the digestive tract becomes markt off into the three 
divisions of mammals and man. The two ancient establisht 
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sphincters, the pylorus and ileo-cecal valve divide the tractus 
intestinalis into three consecutive stomachs or cones, viz., the 
fore-gut, the middle-gut, and the hind-gut, each beginning origin- 
ally by a dilatation or stomach. In the flounder (Pleuronectus) 
the duodenum begins with a dilatation almost as large as the 
stomach, and in ether fish the area of the appendicae pyloricae 
will exceed that of the first stomach. The three great segments 
of the tractus intestinalis (fore, middle and hind-gut) are founded 
in nature by the slow progressive evolutionary progress and 
represent successive stages of all animal development. The bus- 
iness portion of the digestive tract—the blood-making part—is in 
the middle-gut, the jejunoileum which connects the fore and 
hhind-gut, the stomach and colon. It is a strange feature in the 
development of the tractus intestinalis that the stomach (fore- 
gut) and colon (hind-gut) develop hand in hand. The colon is a 
repetition or imitation of the stomach. A large stomach gener 
ally means a large colon, or vice versa. The gall-bladder is but 
a region of the pylorus for its ducts simply attend the second 
‘stomach. ‘The jejuno-ileum (the middle-gut of Remak) with 
progressive development soon loses all dilatations or resemblance 
to a stomach and becomes a simple digester, a blood maker, and 
acts as a connective between stomach and colon (fore and hind- 
gut). 
The practical application of the above landmarks in gyne- 
cology and abdominal surgery arouses interest and aids the 
general practitioner. It intensifies the idea that probability is 
the rule of life; therefore, for disease search among the land- 


marks. 


A CASE OF APPENDICITIS WITH PECULIAR CON- 
VALESCENCE. 


BY JAMES E. MOORE, M.D., MINNEAPOLIS, MINN, 
Professor of Clinical Surgery in the University of Minnesota. 


This is the history of one of the most trying, most interest- 
ing and in the end most successful cases that has ever come un- 
der my observation. Many times I and my ‘hospital internes 
thought that the patient would surely die, but as many times he 
rallied and ultimately made a complete recovery. The improve- 
ment was frequently delayed until the most extreme measures 
had been resorted to. 

As a rule surgeons give less medicine than general practition- 
ers. They so often see their patients completely relieved by a time- 
ly surgical operation, without the aid of drugs, that they grow more 
and more sceptical as to their value and are prone to believe, 
with the homeopathic brethren, that the sugar of milk will suf- 
fice for most cases. This is an extreme view and should be 
guarded against because there is no question as to the value of 
some drugs under proper conditions. 

On the other hand one of the most common faults among 
family physicians is over-medication. Very frequently after per- 
forming an operation the surgeon finds it very difficult to per- 
suade the family physician that the patient is better off without 
drugs, and that it is better to let the stomach rest until it is 
time to give nourishment. A large majority of my patients take 
no medicine, except a cathartic, from the day of the operation 
until their discharge, but this patient whose history I am about 
to write took a great deal of medicine; too much, in fact. I am 
satisfied now that no inconsiderable part of the cramping pain 
in his bowels was due to the constant doses of strychnine given 
to strengthen his weak heart. 


On March 4, 1898, I was called by Dr. Crosby of Minneapolis | 


to see Mr. C. K., aged 32, who had been suffering for twelve 
days from an acute attack of appendicitis. The attack had not 
been a specially severe one, but had been progressive, so that 
when I first saw him he had a pulse of 80, temperature of 102 
and an abscess could be seen and felt in ‘the right inguinal region. 
He was taken to the St. Barnabas Hospital in the afternoon and 
prepared for operation in the usual manner. His bowels were 
not distended and he was not given a carthartjc or an enema for 
fear they might do more harm than good. 

At 5 p. m. on the same day I operated, making an incision 
two inches long in the usual location, through which were re- 
moved a sloughing appendix and alarge quantity of foul-smelling 
pus. Pus cavities extended down into the pelvis on both sides 
of the bladder and up in the right side to the liver. The cavities 
were thoroughly wiped out with gauze and drained by rubber 
tubes surrounded by gauze. Strips of gauze were past in va- 
rious directions between the intestines, since it had been neces- 
sary to break down the abscess walls in every direction to reach 
all of the pus pockets. Deep-seated pus pockets are frequently 
left in these old cases by timid operators, only to be found at 
the post mortem. At 11 p. m. his temperature was 99, pulse 120, 


skin cold and clammy. Was not vomiting, but hiccought fre- 
quently. Gave 1-30 grain strychnine hypodermically. 

March 5. Temperature ranged from 97 to 98.4, pulse from 88 
to 96. Gave 1-30 grain of strychnine every four hours, hot water 
to drink and alcohol rub. Dressings changed and found satur- 
ated with pus. 

March 6. Temperature normal, pulse 100, was comfortable 
all day and took six ounces of milk. Strychnine continued. 

Mareh 7. Temperature normal, pulse 99, complains of gas, 
frequent hiccough and occasional vomiting. Gave one dram of 
saturated solution of Rochelle salts every hour for six hours. No 
result. 

March 8 Pulse and temperature the same. Gave one-half 
grain of calomel triturate every hour for four hours with no re- 
sult. Some hiccough and, occasional vomiting. Took liquid nour- 
ishment. 

March 9. Patient in very bad condition, delirious, tempera- 
ture from normal to 97, pulse 124 and very feeble, constant hic- 
cough and occasional vomiting, involuntary urination, quite 
jaundiced. Gave three drops of croton oil and high Noble’s 
enema, which were followed by bowel movement. Strychnine 
continued. Washt out his stomach, which relieved hiccough and 
vomiting completely. Injected three quarts of saline solution 
under the skin. 

March 10. Patient much better, temperature normal, pulse 
104 to 110, rational, comfortable, passing gas freely, stomach 
quiet, has taken some liquid nourishment. Wound discharging 
freely. Strychnine, 1-30 grain every six hours. 

March 11. Temperature from normal to 102.6, pulse from 104 
to 116, suffered greatly from beginning sloughs on thigh and side 
at seat of hypomermoclasis. Took only liquid beef peptonoids 
for nourishment. 

For the next few days he was in a semicomatose condition, 
feeble pulse, slight elevation of temperature and involuntary bow- 
el movements. Liquid diet and strychnine were continued. A 
slough a foot long and six inches wide, consisting of all tissues 
down to the muscles, separated from the inner side of the thigh, 
and another one about half that size from the right side just be- 
low the axilla. The fasciae of the abdominal wall also slought 
and were taken away in large pieces. An irrigating tube could 
be past underneath the skin of the abdomen for several inches 
in various directions. The abdominal wound closed gradually, 
the amount of the discharge diminishing so that all drainage 
was removed on the 17th inst. About this time this jaundice dis- 
appeared, his mental condition improved and be began to take a 
little toast, coffee and soup. 

March 22, the eighteenth day after the operation, the dress- 
ings on the abdominal wound were covered with fecal matter, 
showing that the bowel had given away. The patient said he 
felt much better but was greatly worried on account of the fecal 
fistula. 

For the next week this patient lived on peptonoids and seem- 
ed to be doing well, the worst symy tom being an occasional in- 
voluntary discharge of the bowels. The fecal fistula discharged 
very freely. 

April 2. The fistula closed temporarily, leaving a healthy 
granulating abdominal wound. Other sores doing well. Patient 
living on regulation light diet and gradually gaining in flesh and 
strength. He has been having 1-30 grain of strychnine hypoder- 
mically every six hours. 

April 24. Patient has improved in every way except that he 
has rather frequent watery stools. which are at times involun- 
tary. Reduced strychnine to 1-20 grain every twenty-four hours. 
Pulse 80, temperature 99, light diet. wound and sores improving, 
fistula closed, patient sleeping a great deal. 

April 27. Patient refused food and complained of severe ab- 
dominal pain to-day, and vomited some undigested food. Bowels 
distended with gas, pulse 120, temperature 96.6. Gave high 
Noble’s enema and washt out stomach. Gave morphine to re- 
lieve pain, nitroglycerine, digitaline and strychnine for weak 
heart, liquid peptonoids for nourishment. 5 

April 28. Pulse 112, temperature 98, occasional hiceough and 
vomiting, same medication as yesterday. Bowels greatly dis- 
tended, no stools. 

April 29. Slept fairly well. Temperature 97.2, pulse 94. Re- 
fused nourishment, occasional vomiting and great pain, no stool. 

May 1. Temperature 97, pulse $2; refused nourishment, oc- 
easional severe pain, whieh is followed by vomiting. Aldomen 
greatly distended, all the symptoms of intestinal obstruction. 

May 2. After repeated doses of calomel and soda and Noble’s 
enema we secured a small stool and the passage of gus. whicb 
greatly relieved the patient. 

After this he improved very rapidly so that the left the hos- 
pital for his home on the 12th of May, just nine weeks after the 
operation. At this time his fistula was closed, leaving a very 
small part of the abdominal wound still open but quite dry. The 
sores were almost granulated over and his pulse and tempera- 
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ture were normal. He was able to sit up in an easy chair. 

About one week after leaving the hospital he called me on 
account of the escape of gas through the old fistula. This was of 
very short duration, however, and he speedily regained health 
and strength and went into the country. In August he came to 
my office so fleshy and so changed for the better that I scarcely 
knew him. His wounds had all been healed for some time. The 
lower part of’his abdomen where the fascia slought was soft 
and yielding, and I advised him to wear an abdominal support 
permanently. 

_ Given a patient with subnormal temperature, pulse over 120, 
greatly distended abdomen, semicomatose, either involuntary 
evacuations or obstruction of the bowels, fecal fistula, extensive 
sloughs in addition to suppurating abdominal wounds, and one 
could make only an unfavorable prognosis; yet this patient had 
all of these and recovered. 

Lavage will not always act so favorably, but in this instance 
it, together with hypodermoclasis, certainly saved this man’s 
life. Nitroglycerine and digitaline certainly stimulated this fail- 
ing heart to a markt degree. Owing to our very trying exper- 
jence with the sloughs following the hypodermoclasis, I shall in 
future make an intravenous injection of salt solution in a pa- 
tient whose general condition is so bad. 


NERVOUS DISTURBANCES DUE TO ORGANIC CHANGES 
IN 1HE GENITAL ORWVANS. 


BY W. H. HUMISTON, M. D., CLEVELAND, OHIO, 


Associate Professor of Gynecology in the Medical Department of 
Western Reserve University. 


I feel that we, as gynecologists, should make our position 
clear upon the subjects now so freely discust: the relation of dis- 
eases of the pelvic organs to nervous disturbances, notably those 
commonly called ‘“neurasthenia”’ and “hysteria,” and described 
by some neurologists as “fatigue and psychic neuroses.” 

1 do not wish to exculpate those specialists of the past—both 
gynecologists and neurologists—who have allowed their enthus- 
jiasm to overcome their reason; but I do want to defend those 
operators who do relieve the unfortunate neurotics by the remov- 
al of diseased pelvic organs. At the outset I will state positive- 
ly that I do not believe there is a member of this society that will 
assert that ‘he can cure a mental disease or a nervous disease by 
the ablation of either a normal or a pathological organ; and 1 
do not think there is one who would attempt to relieve a nervous 
functional disorder by the removal of a healthy pelvic organ. 

But that great benefit may follow the removal of serious path- 
ological conditions in the pelvis no man of much experience can 
deny; the influence of the great sympathetic nervous system can 
no longer be ignored by either the gynecologist or the neurolo- 
gist. 

Wood defines “neurasthenia” as “a nervous weakness—an 
habitual foundation for hysteria, chorea, insanity, and various 
nervous diseases.” Further, he says, “the onset is always grad- 
ual, altho at times the condition appears to develop with great 
suddenness. Under these circumstances, however, the explosion 
has been preceded by a long train of more or less overlookt 
phenomena. Hyperesthesias and anesthesias mark the line 
where simple neurasthenia passes into hysteria.” He also re- 
marks: “Nervous exhaustion may in the beginning affect the 
whole of the nervous system, or it may at first be purely local. 

* * * In a very considerable proportion of cases which ‘have 
been sent to me as suffering from simple neurasthenia either 
chronic malaria, chronic diarrhea, Bright’s disease or other or- 
ganic affections have existed.” 

The quotations practically summarize my own opinion de- 
rived from my clinical experience covering long years of busy 
practice. The questions all men who have engaged in general 
practice for many years ask are: Can an ocular defect bring 
about a general nervous exhaustion? Can a chronic malaria, a 
chronic diarrhea, a chronic nephritis, or other organic affection 
cause “neurasthenia?” If we say “Yes” with so high an author- 
ity as Dr. H. C. Wood, we may well ask: Why not a ehronic or- 
ganic affection of the uterus or its appendages also cause ner- 
vous weakness No one can deny that there exists a cluser rela- 
tion between the uterus and the brain and spinal cord than some 
of the other organs that are accepted as having a causative re- 
lation when the subject of chronic disease or irritation. 

Remembering these things, must we then accept the neurolo- 
gist’s statement that all idea of operating upon the pelvic organs 
for the relief of certain nervous phenomena, associated with 
tae clearly pointing to gross pelvic lesions, must be aban- 

If so, then what can the gynecologist say to that class of 
cases on which he has been in the habit of operating? Thus: A 


| dysmenorrhea of long standing, becoming more severe and less 
patiently borne as time goes on, nervous symptoms developt 
early in the history growing more and more aggravated at each 
menstrual epoch—with markt synchronal relation between the 
great explosive nerve-seizures and menstruation; are such cases 
without a co-relation, and not to be operated for the gross lesion 
present, simply because the patient has developt a pure neuras- 
thenia? My experience has taught me to give a favorable prog- 
nosis so far as concerns the nervous manifestations, if the pa- 
tient will submit to operation. 

To put the question in terse form: Shall we abandon operative 
measures for the relief of functional nerve disorders, when an 
anquestionable co-relation exists between such disorders and or- 
ganic pelvic disease, because operation has and must fail to cure 
a nerve-lesion? Whenever any doubt exists as to such relation 
a competent neurologist should be consulted to determine if the 
symptoms depend upon 4 true nerve or brain lesion. Even such 
a decision may not determine against operation, for the most 
progressive neurologists now acknowledge the propriety of re- 
moving gross pelvic diseases even when associated with severe 
nerve lesions; and sometimes most remarkable results follow. 

A woman, 82 years of age, who had been confined in an asy- 
tum for some months, ‘had given birth to two children, and was 
always well up to the birth of the second child; she left her bed 
after the second delivery at the end of a week and cared for her 
household, shortly afterward developing melancholia with suicid- 
al and homicidal tendencies. Examination showed the cervix 
lacerated and cystic, the uterus very large and retroverted, ovar- 
ies prolapst, enlarged and tender. I curetted the uterus, repaired 
the laceration and supported the uterus with a pessary. She 
showed markt improvement from almost the first, and a year and 
a half after was reported in perfect health, bodily and mentally. 

Mrs. B. was approaching her menopause. She had al] the 
symptoms of endometritis and retroflexion. A neurologist of note 
declared he could ascribe no cause for the pronounced melan- 
cholia which subsequently developt. Yet the surgical correction 
of the local trouble was followed by immediate and complete 
restoration to health. 

Was the cure in this case, without treatment for the insanity, 
merely coincident, or did it have a relation to the operation? 

‘Miss S. was for long under the care of a distinguisht Phila- 
delphia neurologist for “simple neurasthenia.” After six months 
of fruitless work she was sent to my hospital. I found an en- 
larged, sharply retrofiext uterus, highly sensitive. The uterus 
was curetted and held in place by a well-fitting pessary. She 
was well in a very short time, and has remained so for the past 
three years. Was this woman just ready to recover at the time 
of operation, or did the removal of the irritation cause her to 
get well? 

Miss H., aged 20, nad dysmenorrhea, severe, for four years. 
For eight months before she came under my care she had been 
msane, requiring constant surveillance to prevent suicide. HEx- 
amination showed an enlarged retroverted uterus, and prolapst, 
enlarged, cystic ovaries. I curetted the uterus and removed the 
appendages. Recovery was rapid, complete and permanent, 
Was it merely coincidental? 

Miss G. first menstruated at 14. At 16 she fell and her subse- 
quent menstruation was painful—the pain increasing each month 
until she became a perfect nervous wreck. She was treated in a 
number of sanitariums for years for “hystero-epilepsy” and finally 
was brought to me. I removed the appendages from a mass of 
exudate and releast the adherent and retrodisplaced uterus. She 
rapidly improved in every way, gaining from 70 to 112 pounds 
in a few months and is now in perfect health. 

These are but a few of the cases from my record, but they 
are enough even if they stood alone to warrant us in demanding 
that every woman confined in our county and state institutions 
be examined by competent gynecologists to determine if they 
may be benefited by surgical procedures. 


Dr. L. S. Pilcher, Professor of Surgery in the New York 
Post-Graduate Medical School, says that he has performed cas- 
tration for hypertrophied prostate upon ten persons, and has fol- 
lowed their ‘history for a considerable time after the Operation. 
The operation does not require special skill or preparation. All 
of the cases had done well when last heard from. He has been 
led to accept this operation because of the death rate following 
bloody interference with the prostate when the bladder is 
opened. White fully appreciating the sentimental objection often 
entertained, he believes that this objection has been very greatly 
exaggerated, and could be easily overcome by a very little tact 
on the part of the surgeon. To a man of advanced years suffer- 
ing from obstructive prostatic hypertrophy, there should be no 
difficulty in deciding between an operation which involves the 
dangers just alluded to, and losing the testicles, with a 
probability of relief of the urinary obstruction, e 
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SOME OF THE COMPLICATIONS FOLLOWING VAGINAL 
HYSTERO-SALPINGO OOPHORECTOMY IN PELVIC 
SUPPURATION ; WITH REMARKS ON THE 
OBJcCTIONS TO THIS OPERATION.* 


BY DR. F. BLUME, M. D., ALLEGHENY, PA. 


A perusal of the literature of the past few years will prove that 
vaginal hysterectomy has made its way to favor both here and 
abroad. Its condemnation upon therapeutic grounds has of late 
decidedly diminisht. The reason for this is its advantages are 
too plain to permit of being longer ignored. Men who, in the 
beginning, strongly objected or opposed this “mutilating opera- 
tion,” as some were fond of styling it, have recently changed 
their opinions. Guided by the experience of others they have 
adopted this method and confirmed ‘the assertions of its advo- 
cates that it is a conservative operation in the broadest sense 
of the word—a procedure which, tho sacrificing the uterus, con- 
serves the life of the patient even under circumstances where 
the suprapubic route would mean certain death. 

The propriety or removing the uterus in suppurative disease 
of the appendages has been questioned ever since Pean intro- 
duced vaginal hysterectomy. Briefly stated, the chief objections 
thave been: 

1. The uterus is not a useless organ after the ablation of the 


_appendages, and should not be sacrificed unless seriously dis- 
e 


2. Vaginal hysterectomy is an incomplete procedure, follow- 
ed by serious complication. 

8. The operation is not curative. 

The disposition to preserve the uterus during the child-bear- 
ing age in women with healthy tubes and ovaries, or in unilateral 
suppurative pelvic disease, can well be understood, but why this 
organ should not be removed as the initial step of a life-saving 
operation, when the ablation of both appendages became a neces- 
sity is beyond comprehension. The assertion that the uterus 
without the appendages is still an important organ, that its 
functions have not ceast with the artificial induction of the men- 
opause, must be rejected as untenable in the light of present 
knowledge. The arguments that after the extirpation of the 
uterus the nervous phenomena are more pronounced than when 
the appendages are left alone, has strongly influenced many sur- 
geons against vaginal hysterectomy. Careful investigations, 
however, have shown that these arguments can not be verified. 
Mainzer, in a report of 200 vaginal hysterectomies for chronic 
inflammation of the adnexa, performed in Landau’s clinic, has 
arrived at the conclusion that there is less disturbance of the 
nervous system after the radical operation than after salpingo- 
oophorectomy alone. He further states that the age of the pa- 
tient bears no relation to the presence or absence of these nerv- 
ous symptoms. 

The author of this paper does not wish to confirm the view 
that the removal of the uterus increases the nervous disturbances 
incidental to the menopause, but is inclined to believe that this 
view is based upon the complaints of neurotic women. P 

As to the sexual passion, my patients, with but one exception, 
state that they have as much sexual appetite as at any time be- 
fore operation. Two of them, young widows, who married a 
year after the operation, have informed me repeatedly that they 
are more passionate and enjoy sexual intercourse more than ever. 

One great and indisputable advantage of this operation is 
that the mortality of vaginal hysterectomy is considerably less 
than that of the abdominal operation. 

There is, however, a diversity of opinion ‘as to the ultimate 
results of the vaginal procedure; the decision of the question 
must be left until such time as enough figures can be collected 
to settle the matter definitely. 

The essayist does not advise a resort to the vaginal method in 
those cases in which there is a possibility of saving one tube and 
ovary, i. e., in cases of unilateral suppuration even when due to 
gonorrhea. I am not yet convinced that both appendages must 
be sacrificed, far less the uterus, when gonorrheal infection is 
limited to one tube and ovary. My personal experience with vag- 
inal hysterectomy for pelvic suppuration is limited to forty-two 
cases operated during the years 1895 to September, 1898. This 
series, tho small in number, forms quite an interesting study on 
account of the extent and the gravity of the pathologic changes. 
Of the forty-two patients, eighteen belonged to that desperate 
class which, if treated by the abdominal route, were formerly 
either left unfinisht, or, according to the statements of prominent 
operators, had a death rate of 25 to 30 per cent in the hands of 
the most skillful surgeons. The pelvic organs were agglutinated 
into one mass and could not be distinguisht by vaginal or rectal 
examination. In some instances these masses reacht half way 


*Synopsis of a paper read at the meeting of the American As- 
sociatina of Obstetricians and Gynecologists. 


to the umbilicus, while in others the peritoneal cavity was less 
involved and they extended downward into the vagina, pushing 
the uterus against the symphysis pubis and compressing the rec- 
tum to such an extent that an ordinary rectal tube could not be 
past without difficulty. The lesions of the remaining twenty-four 
patients were not quite so extensive, yet in every instance both 
appendages were so far involved that a conservative operation 
was out of question. 

In such cases as these there can, at the present time, be 
scarcely any doubt as to the propriety of cleaning out the pelvis 
from below. The greatly reduced mortality from such operations 
is alone sufficient to influence the conscientious operator in favor 
of vaginal hysterectomy and salpingectomy vver abdominal sec- 
tion for removal of tubes and ovaries—occasionally with the 
uterus—a highly dangerous procedure in such cases. 


REPORT OF SURGICAL CLINIC. 


BY A. J. OCHSNER, M. D., CHICAGO, ILL. 
Surgeon to Augustana Hospital. 


The first case we ‘have for operation this morning is a large 
TUMOR OF THE ABDOMINAL WALL. 


This patient is a married woman, 37 years of age, mother of 
three children, whose health has always been good. Two years 
ago she noticed a small movable swelling in the abdominal wall 
on the right side at a point half way between the end of the last 
rib and the umbilicus, which increast but slowly in size. The pa- 
tient is certain that it grew from the abdominal wall. At the 
present time it is as large as a child’s head, is but slightly mov- 
able, and it is not possible to determine positively whether it 
arises from the abdominal wall or from the right kidney, because 
it has displaced the colon toward the median line. We make an 
incision along the inner border of the tumor through the ab- 
dominal wall and find that the patient is right in her statement. 
We have here a growth originating from the lower surface of 
the fascia of the external oblique muscle, which has grown into 
the abdominal cavity, displacing the peritoneum backward and 
inward so that it lies directly in front of the right kidney. The 
growth is hard and the microscopic examination will undoubt- 
edly show it to be a fascia sarcoma or dermoid. Of all sarco- 
mata, with the possible exception of the form developing upon 
the gums known as epulis, this form is least likely to recur when 
thoroughly removed and is consequently least malignant in charac- 
ter. With such a favorable possible prognosis it will be wise to 
remove the growth without regard to the tissues which will have 
to be sacrificed. We will consequently remove the entire abdom- 
inal wall, with the exception of the skin and superficial fascia, 
over an area of about five inches square, which will leave an inch 
of healthy tissue in every direction from the margin of the at- 
tachment of this tumor. The bleeding vessels are clampt and 
ligated and then the defect is filled in by bringing first the peri- 
toneum together as best we can. Of course we must resort to 
various schemes, making the most of the areas in which the 
peritoneum is loose and can be stretcht without fear of subse- 
quent necrosis. The same plan is followed in securing a layer 
of muscle over this, and after that the remnants of the fascia 
of the external oblique muscle are utilized in giving the abdom- 
inal wall strength. 

Having removed the tumor the fact that this portion of the 
abdominal wall is considerably shortened is not so noticeable. 
Over all, the skin is sutured, having first been incised at two 
points to the extent of about an inch for the purpose of drain- 
age, because there must necessarily be an abundance of serum 
secreted from these enormous surfaces. An aseptic dressing is 
applied and broad rubber adhesive straps put over this in order 
to protect the stitches. Cotton is placed over this-and held in 
place by means of an abdominal bandage. All the sutures used, 
except those of the skin, are chromicized catgut of small size 
used double to facilitate the application of a continuous suture, 
and at the same time to increase the safety, as it is not at all 
likely that both strands will give way at the same point. 

An early diagnosis and a thorough removal of these growths 
are of primary importance. 


FIBROID TUMOR. 


Case II. This patient, an unmarried woman 88 years of age, 
has suffered from the presence of an abdominal tumor for two 
years. She suffered severely from pressure in the pelvis at first, 
but this has disappeared since the tumor has become large 
enough to rest above the brim of the pelvis. For some time the 
patient has suffered only from weight, but during the past few 
months she has been especially annoyed by the external appear- 
ance. Her menstruation has been about normal. The physical 


examination reveals a perfectly healthy condition of all organs 
except the uterus, which contains two large tumors, one upon its 
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upper and one upon its posterior surface, the former one ex- 
tending up to the umbilicus, the latter still rather low down in 
the pelvis. An incision is made in the median line extending 
from the umbilicus to the symphisis pubis. A hard fibroid 
tumor, as large as a child’s head, attacht to the upper portion of 
the uterus by a pedicle two inches in diameter, presents itself 
in the wound. Behind the uterus, extending well down into the 
pelvis, we see another similar tumor half buried in the posterior 
wall of the uterus. The easiest way to dispose of this case is to 
ligate the broad ligament on either side and then amputate the 
uterus just above the cervix, after ligating the uterine artery on 
either side. But this patient is unmarried and naturally desires 
to be as nearly normal as possible, consequently we will 
enucleate these tumors, cutting flaps sufficiently large to com- 
pletely cover the defects. We insert a row of catgut sutures in 
the gap made by the excision in order to control the hemorrhage, 
then we insert a row of superficial sutures to bring the serous 
surfaces in close apposition. This suturing must be done with 
great care, because the hemorrhage may be very considerable 
from a small surface. The tumor in the posterior wall of the 
uterus is buried so deeply that it must be enucleated. The lay- 
ers of uterine tissue covering this mass are split until we come 
down upon the tumor proper, which we recognize by its hard- 
ness, then this is carefully shelled out and the resulting wound 
treated as in the former'case. This leaves the uterus, ovaries 
and tubes practically normal. The abdominal wound is closed 
by placing about six or eight silkworm-gut sutures through all 
of the tissues on either side except the peritoneum, and leaving 
them united until the remainder of the stitches have been ap 
plied. We then close the peritoneum with a continuous catgut 
suture, the loops of which pass over the silkworm sutures, cross- 
ing the wound outside of the peritoneum so as to prevent the 
formation of dead spaces after the latter stitches have been tied. 
A. few interrupted stitches bring the recti muscles on either side 
in apposition to make a pad behind the strong fascia, which is 
next united with a continuous catgut suture. 

A point of the greatest importance in closing an abdominai 
wound in this manner lies in not drawing the buried sutures nor 
the silkworm-gut very tight, because tight sutures cause a cer- 
tain amount of necrosis and that makes a very bad scar, while 
if the sutures are just tight enough to bring the edges of the 
corresponding tissues in accurate apposition, a very short time 
will suffice to bring about a powerful union. Many a ventral) 
hernia undoubtedly comes from sutures which have been drawn 


too tightly. 
APPENDICITIS. 


Case III. This patient, a vigorous young merchant 32 years 
of age, had his first attack of sickness fifteen days ago. While 
at work he experienced a severe pain in the region of the cecum 
followed by nausea. His condition yielded to treatment with 
opium followed by a carthartic, so that he was able to return to 
his work in two days. Just a week later he had a similar at- 
tack, though somewhat more severe, during which I saw him 
with his physician six days ago. He suffered from very severe 
pain in the vicinity of McBurney’s point, which was increast 
upon pressure, the abdominal wall was very tense, he had vom- 
ited, and imprest me as being a very sick man. A small amount 
of morphine ‘had been given and hot flax seed poultices were be- 
ing applied, and the patient was beginning to feel a little bet- 
ter. He had taken nothing by mouth since the beginning of the 
second attack, consequently it was to be expected that the at- 
tack would be of short duration and that he would certainly 
make a speedy recovery temporarily. I speak so positively of 
this because I have tried this plan in a very large number of 
cases. I am convinced of the fact that if both food and drink 
are withheld entirely from the very first and the patient ig 
nourisht altogether by enemata that almost every case will re- 
cover temporarily from an attack of appendicitis. I have repeat- 
edly operated on these cases later and found a perforated or a 
gangrenous appendix walled off by thn omentum and the sur- 
rounding intestines. If nothing is given ‘by mouth, not even milk 
or broth, or prepared artificial food, there is nothing to pass 
through the ileocecal valve, and the appendix and cecum will be 
in the most favorable condition to become walled off, and the 
existing local irritation is not constantly increast mechanically, 
Moreover, such patients obtain little or no benefit from food taken 
by mouth, hence it does only harm and no good. 


The patient recovered again sufficiently to be entirely free 
from pain and discomfort in four da ys. Yesterday, on ns fifth 
day, he went to business again, and all went well until he had 
eaten a hearty lunch, after which he had a very sudden attack 
much more severe than either of the preceding ones. He was im- 
mediately brought to the hospital an? askt to be relieved by an 
pay He arrived in a condition of severe shock resulting 
tom the pain, while he was still weak from his previous at- 


tack. The pain had come on in a very sudden spasmodic man- 


ach time, so it ‘is likely that the appendix contains either 
ase or fecal stones or pus, and that these pains are the re- 
sult of a spasmodic effort to expel these foreign substances. 
Sooner or later this will result either in gangrene or perforation 
of the appendix, but this is probably not the case here at pres- 
ent, because in each instance food was withheld at once and the 
patient’s condition became normal as soon as the spasmodic con- 
tractions were controlled by the use of a small dose of morphine. 
Had I suspected perforation or gangrene I would have operated 
at once, nothwithstanding the shock. As it is, the patient is in 
a much better condition for operation than he was yesterday. 
We make the oblique incision, parallel with the fibers of the 
external oblique muscle, directly over the appendix, as advised 
by McArthur, separate the fibers of the internal oblique and cut 
through the transversalis fascia and peritoneum. The cecum is 
severely congested and is closely covered at its lower end by the 
omentum, which thas come to this point to watch for trouble. 
Lifting up the cecum and following its longitudinal band, we 
come down upon the highly congested appendix, in whose lumen 
I can plainly distinguish four hard masses. We pass a double 
catgut ligature through its mesentery close to the cecum, ligate 
the mesentery and the appendix separately, and cut the latter, 
being careful to leave a sufficient stump to guard against slip- 
ping; now we pass a purse-string suture around the base of the 
appendix, as directed by Dawbarn, then we sever the appendix, 
again leaving a sufficient stump. We cavterize the mucous lin- 
ing the stump with strong carbolic acid, altho this is un- 
doubtedly unnecessary. Having sponged away all loose acid and 
possible mucous in this stump, it is deprest into the cecum by 
means of a pair of forceps while the purse-string suture is tied. 
This method of burying the stump can, of course, be criticized 
very easily on theoretical grounds, but I have myself used it 
several hundred times 'with absolute satisfaction, so that prac- 
tically it is not to be sneezed at. The abdominal wall is closed 
with silkworm-gut sutures, passing through all the layers ex- 
cept the peritoneum, which are tied after the various layers have 
been united with catgut sutures, as in the last case. If I were 
askt for the most important points in the treatment of appendi- 
ciis. I would place above all the absolute withholding of food 
or drink by mouth from the very beginning of the attack, and 
after this operation at a time when the abdominal cavity can be 
closed without the use of drainage, i. e., during the first and 
second day of the attack, or during an interval between attacks, 
During this operation you have noticed that we have been 
extremely moderate in the extent of our manipulations. For this 
reason we will have practically no shock after the operation, 
which is of great importance. 


SALPINGITIS. | 

Case IV. Our next case is a young married woman of 26 
years, the mother of two children. She was always well until 
she became married, when she began to suffer from leucorrhea 
and irritation of the bladder; then a severe inflammation in the 
region of the right Fallopian tube. All of this occurred during 
the first few months of her married life and she has not been 
free from suffering since. Nothwithstanding this condition she 
experienced two pregnancies and confinements without any 
markt illness except that she was a little worse after each con- 
finement. Thwo years ago she lost her worthless husband, and 


‘since that time she has not become worse, but has not recovered 


sufficiently to be able to support her children by her work. She 
suffers constantly from pain in the region of the right ovary, her 
abdomen is distended with gas and ‘her menstruation is extreme- 
ly painful. Upon examination we find a slight laceration of the 
cervix and perineum, and in the region of the right ovary there 
is an indurated mass, probably consisting of a slightly distended 
Fallopian tube with its fimbriated extremity fastened over the 
ovary and both adherent to the surrounding parts. The patient 
has been constantly under treatment without receiving relief. 
We will make an incision in the median line three inches in 
length; and we find the conditions we anticipated. The mass is 
adherent to the uterus, to the omentum and to tthe appendix. 
The left Fallopian tube is slightly congested and the ovary con- 
tains a number of small cysts, which we will empty by means 
of little crucial incisions. The relatively normal condition o1 
these organs undoubtedly accounts for the two pregnancies, 
which occurred after the organs on the right side had become 
useless. We first loosen the adhesions between the omentum and 
the diseased organs, then we loosen the appendix, the large raw 
surface left at the point of adhesion making it dangerous to 
leave this organ in the abdominal cavity, because adhesions 
which are likely to occur would probably give rise to severe di- 
gestive disturbance. We will consequently remove this appen- 
dix in the same manner as in the last case. The dragging down 
of the cecum by this adhesion probably accounts for much of 
the distress from which this patient has suffered. Now we will 
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place all of the intestines except the lower end of the sigmoid 
flexure above the brim of the pelvis, bank off the pelvic cavity by 
- means of large, warm, moist gauze pads, then we will carefully 
dissect out the ovary and tube from their adhesions. In case 
some pus should escape from the tube we could easily cleanse 
the pelvic cavity without fear of infecting the surrounding tis- 
sues. We ligate the broad ligament with catgut ligatures, being 
careful again to leave the stump large enough to prevent slip- 
ping, at the same time removing all tissues which may be in- 
fected. We always tie our catgut ligatures four times in order 
to prevent loosening. The conditions we hare found here easily 
accounts for the patient’s suffering, and what we have done will 
undoubtedly result in perfect relief. If the patient were still 
married there would, of course, be great danger from reinfection, 
but that can usually be preveuted by advising the use of large, 
hot, antiseptic douches to be used invariably after coition, sup- 
posedly for the purpose of relieving congestion, but really to 
wash away infectious material. The abdominal wound is closed 
as in the previous case, again being careful, as in our second 
case, to place the sigmoid flexure in its normal condition, and 
bringing the omentum down over the small intestines. 


CANCER OF BREAST. 


Case V. This patient is 55 years of age, married, and the 
mother of four children. She has been well and strong, but 
altho she is still quite obese, she is quite weak and anemic. In 
her right breast, three inches external to the nipple, underneath 
the edge of the pectoralis major muscle, there is a tumor the 
size of a hhen’s egg. She has noticed this only for a few weeks, 
but this may be due to her obesity. She thinks that it must 
have existed for a considerable time. It is hard and is undoubt- 
edly a carcinoma, because at her age it is seldom that we en- 
counter any other growth in this region. We will consequently 
remove it at once. Fortunately this tumor has not been manip- 
ulated much, because its presence has not been known. I be- 
lieve that much harm comes from manipulating carcinomatous 
growths. It seems to me likely that cells are forced into the 
lymph channels in that manner and that dissemination is likely 
to occur as the result of such manipulation. It is not necessary 
to massage a tumor in order to make a diagnosis. Our opera- 
tion invariably consists in the removal of the entire breast, the 
overlying skin, the axillary lympn glands and the surrounding 
fat, the pectoralis major and usually the minor muscles, all in 
one piece, which we will proceed to do. We exercise great care 
in dissecting the tissues from the axillary vein. I have found 
a dentist’s excavator a most useful instrument in this part of 
the operation. The entire wound 1s sutured and an opening 
made through the lower flap, through which a large rubber 
drainage tube is inserted, whica we remove on the second or 
third day. 


CANCER OF TONGUE. 


Case VI. This patient, a strong, otherwise healthy miner, 
50 years of age, comes to us with an indurated tumor the size 
of the end of my thump, ulcerated upon its upper surface, located 
upon the right upper surface of his tongue. It has the appear- 
ance of a carciroma. That it is not @ syphilitic uleer has been 
proven by the administration of large doses of potassium iodide. 
This tumor is of slow growth, having existed for two years. 
There are apparently no lymphatic glands involved. We will 
place the patient in the Roser position, i. e., with the head hang- 
ing down over the end of the table, so that no blood can enter 
the larynx during the operation. Now we will transfix the 
healthy portion of the tongue with a strong silk ligature. The 
diseased portion does not extend to the middle of the tongue, 
sO We will be able to save a little of the left side of the organ. 
We draw the tongue forward and transfix its roots on the right 
side with a needle armed with a heavy ligature, then we cut 
between this and the tumor until we reach tissue in which the 
hemorrhage is not completely controlled by this ligature, then 
we apply a second ligature and so on until the entire tumor has 
been removed without the loss of blood. We next suture the tip 
of the left side of the back over the defect on the right side 
and leave the silk stitch first applied in place, in order to pre: 
vent the patient swallowing the remnant of his tongue. For th¢ 
first few days he is kept in a semi-recumbent position to pre- 
vent mucous from entering the larynx. He is given a mouth 
wash of chlorate of potash in water, which he will use frequent- 
ly. He is advised to use the same mouth wash after each meal 
and at bed time, after returning home. in order to keep the 
tongue from becoming irritated. The use of tobacco is prohibit- 
ed for the future. The tooth opposite the growth. which prob- 
ably was the exciting cause in its development, has already been 
removed. Many surgeons invariably remove the submaxillary 
lymph glands in connection with this operation upon the same 


grounds that we removed the axillary glands in the last case. 
As this tumor is of very slow growth and has not extended to 
the base of the tongue, I believe we may safely omit this. 


PERINEORRHAPHY. 


Case VII. Our last patient is one of a very large class in this 
hospital, and one for whom we can do a great amount of good. 
She is a working woman, 38 years of age, married for 18 years. 
During this time she has either wholly or ‘partly accomplisht a 
gestation on the average at least once in two years. She has 
done the cooking, washing and scrubbing for the whole family, 
all of whom as soon as they are old enough either go to school 
or to work, and cannot be spared to help in doing the housework. 
She has been confined by midwives, fortunately most of them 
fairly well trained in foreign hospitals. She has never rested 
long enough after her children were born. Since the birth of her 
last child, which is two years old, she has been running down. 
She looks old and worn, complains severely of indigestion, has 
backache and bearing-down pains. She never gets rested, feels 
tired constantly, is constipated and feels as though she could 
never build up again. On examination we find an extensive 
laceration of the perineum, a markt rectocele, a lacerated cer- 
vix, which is hypertrophied, edematous and ulcerated, an en- 
larged prolapst uterus, also hemorrhoids. Her teeth are bad 
and her stomach dilated. Her heart. lungs, kidneys and other 
organs are normal. 

Our treatment in this case must necessarily be complex. We 
first have the sphincter ani muscle dilated thoroughly by an as- 
sistant, then we amputate the cervix, then we remove the hem- 
orrhoids by means of clamp and cautery, then we carefully 
place the uterus in the normal position by means of bimanual 
manipulation, then we build a substantial perineum. After this 
we always remove all decayed roots of teeth while the patient 
ts still anesthetized. 

While the patient is in the hospital great care is taken to 
improve her digestion. Artificial teeth are inserted as soon as 
the condition of the gums permits, and the patient will return 
to her home a new woman. She will not be permitted to work 
hard for a year and will be given tonics. Her diet and bowels 
will be regulated, and I have no doubt but what she will show 
herself in a year from now looking ten years youuger. 


THE USE OF ANTISTREPTOCOCCIC SERUM.* 


BY WARREN B. HILL, M.D., MILWAUKEE, WIS. 
Professor Materia Medica and Therapeutics, Milwaukee Medical College. 


Serum therapy has afforded a large field for speculation and 
exploration, and the achievements in it have markt an éra in 
medicine. The brilliant success of antidiphtheritic serum have 
assured us of the practicability of this mode of treatment in 
bacterial disease, and we are justified in the hope that like re- 
sults will be obtained in many or all diseases of this character. 
It now remains for us to determine the bacteria which produce 
a given disease and provide a suitable medium for their cultiva- 
tion, and the proper organisms for the production of antitoxins; 
that attained, we may hope for a specific agent in the disease 
in question. 

The task here briefly laid out is by no means an easy one, All 
diseases are not of bacterial origin. Again, the most virulent ‘mi- 
crobes do not always stand artificial cultivation without deterior- 
ation, and the tolerance or natural Immunity in species or indi- 
vidual animals makes it no easy task to produce antitoxins of 
a given standard. We are ali cognizant of the work that is be- 
ing done with the various antitoxins and are often surprised and 
disappointed because the results have not been so certain as in 
diphtheria. Nevertheless, much has been accomplisht, and the 
finer problems are being workt out one by one. Advancement 
along this line is sure and certain, and the time is not far dis- 
tant when other antitoxins will stand shoulder to shoulder with 
that of diphtheria and command the respect and attention of 
the medical profession for the results achieved. 

To Marmorek is due the credit for the original work in anti- 
streptococcic serum, but Dr. Charles C. McClintock of Detroit 
has carried on the work in this country so admirably that we 
fhave an American product which is as good as is possible under 
the existing conditions of our knowledge of this subject. He 
like other experimenters, hag found it difficult to maintain pure 
cultures without deterioration. This has been overcome in a 
large degree by inoculating rabbits and other susceptible animals 


with large quantities of pure culture, and in such tapid succes- 


*Abstract of a paper read before the Am 3 
sociation at Denver, Colo. erican Medical As 


é | 
| 
215 
+ 
‘ 
| 
| 
| 
| 
| 
4 
| 
| 
| 
‘ 
| 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


103 


sion that a virulent culfure is produced. Having thus obtained 
a powerful toxin, a suitable animal must then be procured for 
inoculation. This is somewhat of a difficult task, as in all of the 
domesticated animals there is the personal equation to be ac- 
counted for. We all know that in man certain individuals are 
far more susceptible to streptococcic infection than are others. 
This is also true of the horse. The thoroughbred is not avail- 
able, because of cellular degeneration due to inbreeding. The 
animal dies, not because of his particular susceptibility, but be- 
cause of the inability of the cells to produce a suitable antitonin. 
Again, the scrub is not available because of his tolerance, and 
a sufficient reaction does not take place to produce a standard 
antitoxin. Dr. McClintock was obliged, therefore, to select by 
experiments individual animals which had the power of produc- 
ing a suitable serum. Recently he has carried on his experi- 
ments upon asses, and he believes them to be much more uni- 
form in their susceptibility to streptococcic infection and capable 
of producing a more uniform antitoxin than the horse. 

The animal selected is now inoculated with filtered cultures, 
Having thus obtained a slight immunity, he is next inoculated 
with pure cultures, the vitality of which have been impaired by 
heating. The virulence of the cultures is then gradually increast 
at each injection until he is able to withstand, with little or no 
reaction, large quantities of pure cultures of the most virulent 
type. This procedure occupies a period of time of from one to 
two years. The blood is finally drawn off and the serum is gath- 
ered and prepared in the same manner as for diphtheria anti- 
toxin. Another d‘fficulty is “standardizing” the antitoxin. This 
is usually accomplisht by first determining the fatal dose of the 
toxin upon a given animal. Other animals of the same species 
are now injected with a great many times the fatal dose, and 
at the same time with a given quantity of the antitoxin. By 
continuing these experimerts it can be determined to what ex- 
tent a given quantity of the antitoxin will immunize the selected 
animals. Up to the present time this has not been accomplisht 
with Marmorek’s serum, because of the difference in suscepti- 
bility of different animals of a species to streptococcic infection. 
However, in a general way this has been done. inasmuch as ani- 
mals ‘which have been inoculated with this toxin have died, 
while others of the same class and inoculated with the same 
quantities of this toxin have been saved (or their lives pro- 
longed) or their symptoms ameliorated by the use of antistrep- 
tococcic serum. 


The practical work of this serum has not been confined to 
the laboratory. It has been largely used upon human beings, 
and while the results have not been uniformly good, there have 
been enough successes, and brilliant ones, to commend it to the 
profession for their careful consideration and approval. Mar- 
morek, for example, used it with great success in curing forty- 
five out of forty-six cases of erysipelas. Numerous other ex- 
perimenters have had equally good results. 

Puerperal fever of streptococcie origin also has yielded to 
this agent as to no other treatment, as has also acute sepsis fol- 
lowing operation in the hands of many surgeons. Thus, report- 
ing a case of septic absorption following the operation of 
oophorectomy cured by the use of the serum, Dr. Scott McGreg- 
or (British Medical Journal) says: “I am inclined to believe that 
the recovery which resulted in this case, and with the small 
quantity of serum used, was due in a great measure to the 
prompt use of the serum at an early stage of the disease.” Mr. 
Stephen Paget some time ago read a paper on cases of blood 
poisoning treated with antistreptococcic serum, and gave the 
general results of treatment up to the present time. He said that 
the four diseases in which the serum had received a ‘fair trial 
‘were scarlet fever, puerperal fever, erysipelas and poisoned 
wounds. He presented statistics showing the great advance in 
reducing the usual frequeacy and fatality of the complications 
of scarlet fever, preventing suppuraticn, causing the throat in- 
flammation to subside and in checking delirium. 

My personal attention was attracted to serum therapy as a 
cure for streptococcic infection some three years ago, when 
treating a case of inoperable sarcoma with Coley’s toxins, when 
I completely immunized my patient against streptococcte infec- 
tion. This demonstrated to me the feasibility of procuring re- 
sults from a pure antistreptococcic serum, but having “no lab- 
oratory of my own in which to produce the serum, I was obliged 
to wait until it was put on the market. Soon after I was called 
to see a lady 71 years of age, of rather feeble constitution, whe 
was suffering from a violent attack of facial erysipelas, the in- 
fection having taken place in a small furuncle in the nose. The 
disease spread with frightful rapidity, extending to both sides 
of the face, closing the eyes and involving the ears. The attack 
was so violent that one could see the invasion of new tissue. 
The temperature reacht 104, pulse 140, the patient having all the 
Symptoms of severe septic intoxication. I sterilized my field of 


injection between the shoulder blades and injected 10 c. c. of 
antistreptococcic serum, which was all I had ‘vith me, and tele- 
grapht for more. This was at 2p. m. Ina few hours the patient 
became quiet, the pulse become slower and the temperature 
dropt 2 degrees. A 4 p. m. the following day the patient called 
the nurse and told her she felt perfectly well. The tenderness 
had entirely left the face, the toxic symptoms had subsided and 
the pulse and temperature were nearly normal. A 8 p. m. the 
patient had a chill, which was followed by another exacerbation 
of the disease. The heart was overpowered and showed signs 
of extreme Intoxication. The d‘sease extended into the meatus 
of the ear, the temperature reacht 103.5, followed by a mild de- 
lirium. At1 p. m. the serum which I had ordered the day previ- 
ously having arrived, I again injected 10 c. ¢. with most happy 
results. Within two hours the heart was again beating natur- 
ally and the symptoms gradually subsided. In twelve hours the 
temperature was normal, the pulse only slightly accelerated and 
the tenderness all gone. I then injected 5 c. c. as a prophylac- 
tic against further exacerbation and in twenty-four hours I 
again repeated the dose. The patient made an uneventful re- 
covery, desquamation taking place within twenty-four hours 
from the last injection. 

Within a few weeks I was called to attend a woman suffering 
from puerperal fever. From the clinical picture presented, as 
well as from facts surrounding her confinement, there was noe 
question in my mind as to the diagnosis of streptococcic infec- 
tion. Her temperature ‘was 104.5, her pulse 150. She was a 
young ‘woman of robust constitution, and afforded an excellent 
opportunity for the demonstration of the efficacy of antistrepto- 
coecic serum in this type of puerperal infection. Tenec.c. of 
serum was injected, which was repeated in twelve hours. In 
twenty-four hours from the second injection the patient was ab- 
solutely well, no indications of the previous infection being in 
any way manifest. 

I have used the serum in a number of cases with results 
varying in direct ratio to the positiveness of my diagnosis. In 
all cases where I knew that the infection came from the strep- 
tococcus the results were uniformly good. 


In conclusion I would say that, owing to the fact that this 
serum has not yet reacht a state of perfection and can not as 
yet be accurately standardized, we are apt to meet with some 
failures and be subjected to some disappoiutments in its use. A 
great many diseases of mixt origin are supposed to be benefited 
by this serum, but the results of its use must be determined by 
the extent to which the streptococcus infection acts as an etio- 
logic factor in the disease. Any disease which is caused by 
streptococcic infection is certainly benefited, if not cured, by 
antistreptococcic serum. Serum which is reasonably fresh and 
hermetically sealed, having been properly prepared and properly 
inspected, is never an element of danger and may be used with 
impunity, in reasonable quantities, where the diagnosis is not 
clear, but where streptococcie infection is suspected. 


THE FIRST TOTAL HYSTERECTOMY.—REPORT OF A CASE 
OF FIBRO-CYSTIC MULTIPLE TUMOR; REMOVAL 
INCLUDING U'ERUS, OVARIES AND TUBES, 

WITH LIGATION OF BROAD LIGAMENTS, 

45 LBS. WEIGHT. 


BY R. KE. HAUGHTON. M. D., RICHMOND, IND. 


antaanes Professor of Surgical Pathology, Operative and Clinical Surgery in 
entral College Physicians and Surgeous, Indianapolis, Ind. 


During the summer of 1876 (August) Mrs. B., aged 37 years, 
consulted Dr. Mendelhall and myself (partners) in Indianapolis. 
I examined her tumor carefully, to be certain of the diagnosis 
with a view to removal. It had been regarded by others as an 
ovarian tumor, and indeed resembled it. She was anxious to 
have it removed, if possible, as her health was steadily becom- 
ing impaired and her size had reacht that of “full term” or more. 
We recognized a fiuid-cystic growth, which resembled an 
ovarian multilocular tumor. The tumor, by its size and weight 
including pressure, was very burdersome. After a careful inves- 
tigation in every direction we decided that in view of her gen- 
eral condition an operation should be made. While the growth 
presented the appearance and canditions of a multilocular tumor 
{it was clearly a fluctuating tumor), yet it had deviated from 
the ordinary ‘history of an ovarian tumor in this, viz., that it 
levelopt centrally. This led us to suspect a fibroid or fibro- 
cystic growth from the uterus. She had not menstruated for 
more than a year, the reason of which will appear in the sequel. 
This fact led us to investigate the condition and possible rela- 
‘ions of the uterus, and we were not able by any means of ex- 
ploration to find it. I believed it had been lifted up out of the 
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pelvis, as the tumor by the growth’s requiring more room; and 
so we found the tumor had dragged the uterus up out of reach. 
We decided to make the operation, and so instructed her and her 
4usband, who returned home, saying they would send for us 
when ready. A few days later the notice come to visit the pa- 
tlent for operation. 

The patient was properly prepared and the operation begun 
by a long incision in the median line. Quite general adhesions 
were found to the viscera and perituneal surfaces of the abdo- 
men. A fuller examination revealed a multiple or polycystic 
tumor, arising from the lower segment of the uterus about the 
sunction of body and neck of the organ, by its development en- 
closing it so completely that there was but a trace of “womb 
left, it being comprest and atrophied so that not more than one- 
quarter of an inch in thickness remained. We carefully exam- 
ined this organ (the woul) after the operation and found we 
had made a total removal of uterus, ovaries, tubes, making a 
clean sweep of all the internal sexual organs. The ligation of 
the uterine and ovarian arteries for the prevention of hemor- 
rhage was carefully done, and the ligation of the broad ligaments 
by Freund sections (including the uterine and ovarian vessels). 
Lifting up the entire mass and getting behind it and down- 
ward toward the base, the junction or attachment of the vagina 
came. into view, and after passing a strong ligature about the 
canal ‘the separation by the knife was made by dissecting around 
the atrophied neck till separated, as this was the central point 
of attachment near the neck of the womb. 

This classifies this case among the “total hysterectomies,” 
as distinguisht from the supravaginal, which as yet, I think, pre- 
sents some unsolved questions; as the proper method of dealing 
with the stump. 

In closing the vaginal wound (the upper segment after divis- 
fon) care was taken to suture the broad ligaments to the vaginal 
section, thus securing support for the same. The ligature was 
removed after securing this support for the vagina. Care was 
used also to avoid enclosing the ureter in passing the ligatures 
in, tying off the sections »f broad ligaments which included the 
vessels. The peritoneum was closed by sections, after thorough 
care as to perfect cleansing and drainage used, the abdominal 
incision being closed by antiseptic sutures, deep and superficial, 
making complete apposition along the entire line. The antiseptic 
cotton compress and bandage completed the dressing. The pa- 
tient (without shock) was placed in bed comparatively comfort- 
able. She did quite well until the third day, with a gradual de- 
cline in strength, and died the evening of the third day. 

ESTIMATION.—The operation for total extirpation is one of 
grave mortality. Hegar and Kaltenbach give us statistics up to 
1881 of 93 cases, with 63 deaths, or 71 per cent mortality. In 
1886 119 operations, 67.2 per cent. These statistics have refer- 
ence to total hysterectomy in cancer, however, and are therefore 
not to militate against this operation when made for other con- 
ditions requiring it, as in the case here described. The conditions 
in this case necessitated the entire removal of the mass of cystic 
and fibro-cystic tumors, which removal requirei the removal of 
all the pelvic organs. A review of all the facts would require 
the most careful determination as to methods: (1) Whether any 
tumor may be safely removed by the vaginal route (or even the 
uterus, when its size, as Shroeder indates “only,” does not ex- 
ceed the size of the fist). (2) Again, segmentation might be done 
but this involves the greater danger of sepsis afterward. (8) 
Also, a fibroid tumor may, by morcellment, be removed through 
the vagina when too large for its removal by the route in its 
entirety. (4) For cancer, where operable, the vaginal route is 
by some, the operation of choice, and this should be in any 
forged before the womb has become excessively involved or en- 

The abdominal operation, which may be total, or supra-vagi- 
nal, is the alternative operation, especially in cases where fom 
size of uterus (from fibroids) or in tumors of the kind described 
here, of large size, and involving the uterus, was to impair or 
destroy its special reproductive function. This is a question of 
decision and diagnosis and which also involves the one before 
cae of intra or extra peritoneal, management of stump or 

cle. 

I think that the choice of operation turns upon the diagnosis, 
including size, room and facility or ease of accomplishment, of 
all the necessary steps of such an operation, so that there shall 
not be entailed a possible greater risk to some organ in its per- 
formance and final completion. While this is true, the influence 
of the statistics of mortality must to some degree give.a bias to 
the mind of the operator. I will not enter upon any discussion 
of tumors or pathology, as itis now a question of method to be 
adopted and this must at the present time be determined by the 
operator in each case, or by his counselors. 


The chief reason for reporting this case is that it antedates, 
so far as I know, the statistics of “Indiana operators,” as given 
by a writer of Boston in the September 10 number of the Jour- 
nal of the American Medical Association. The quotation I make 
is from his paper on “Uterine Myomata,” page 560: “ The first 
operation for the removal of the uterus, including the cervix” 
(viz., total extirpation) “is credited to Dr. Mary Dixon-Jones of 
Brooklyn, N. Y., who operated February 16, 1888, whereas Dr. 
Eastman’s first total extirpation bears date August, 1889.” If 
this record be true, then my work antedates these operators’, as 
this operation now reported was as early as the autumn of 1876. 
The year is undoubtedly correct. Dr. Eastman was not known 
as an operator at that time. I only desire that the history of 
surgery in Indiana may be kept correctly. I do not detract from 
anything which has been done, but this case certainly antedates 
both operations mentioned by Dr. Marcy. This operation also 
antedates Dr. Dixon by 12 years and 9 months, and the second 
one (Dr. Eastman’s), 13 years and 3 months. P 

This case has never been publisht; but now that it has come 
to a question of its proper place, I desire it to go before the read- 
ers of the American Journal of Surgery and Gynecology. The in- 
terested reader is referred to the Journal of the American Medi- 
eal Association for reference to the history of this operation. I 
wrote Dr. Marcy about the matter and he suggested it should be 
publisht, with the request to compare the dates in his article 
with my date of operation. Of course this only refers to Indiana 
history and its bearing on others, altho antedating those giv- 
en, There may have been others. 


THE CONSERVATION OF TISSUE AND FUNCTION IN 
PELVIC SURGERY. 


BY HENRY P. NEWMAN, A.M., M. D., CHICAGO, ILL. 
Professor of Gynecology in the Post-Graduate Medical School of Chicago. 


The true aim of medical science in all its branches is con- 
servatism. 

‘The great advancement made in special lines of knowledge 
and the amount and complexity of investigation which has been 
carried on have resulted in a division of medicine into so many 
distinct specialties that the unity of the physical element with 
which we are concerned is likely to be lost sight of. The path- 
ology of the various organs has been studied too often separ- 
ately, and as if each existed in the system as a distinct and in- 
dependent entity, sustaining only a remote and fortuitous rela- 
tion to the rest of the body. 

Along this line of thought the tendency developt to follow too 
closely the old dictum: If thine eye offend thee, pluck it out. 
There may be much to be said in favor of the extirpation of of- 
fending organs. It is admitted that the blind, the deaf and the 
maimed have certain compensatory advantages which render life 
tolerable. It is certain that when the body is deprived of the 
use of one or more of the special senses nature sets about a 
system of refining and perfecting the remaining, so that as lit- 
tle as possible of her original plans shall be disturbed. But 
this is only an attempt at compensation, and, knowing this 
well, the specialist on eye and ear makes all his efforts toward 
the one object, the preservation of the function of those organs. 
No one needs to be told of the disadvantages of being blind or 
deaf or maimed in arm or limb, but there is still much need of 
instruction as to the advantage of keeping intact the remoter, 
less commonly familiar structures and organs of the body. The 
great mass of people in this nineteenth century close on the 
borders of the twentieth (and late, too, in the history of the art 
of medicine) are both ignorant and careless of the significance 
of invalidism, to the individual, the state and the nation. 

It is the province of our profession to extend education in 
this regard, and not more to cure disease than to prevent it. The 
conservatism of to-day is not limited to the combating of symp- 
toms. It contemplates, also, the eliminating of the conditions 
which give rise to symptoms. And this applies particularly to 
gynecological practice. 

The profession in this specialty is not satisfied with a daily 
routine of practice on lines laid down in the beginning and 
understood by the laity as constituting the end and aim of the 
science. The purpose of gynecology is to study into the cause 
and relations of disease in women and to bring about a condition 
of things in regard to woman’s life that shall effectually restore 
to her the health which is hers by virtue of natural endowment, 
and which is due to mankind by virtue of the prime necessity 
that woman, the mother, shall be sound and perfect physically. 
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Now as to what constitutes a perfect being, physically, there 
can be no question. Every organ must be intact and in proper 
relation to every other organ, and every function must be per- 
formed with unremitting regularity, and with vigorous activity. 
Therefore, when any one region is diseased the balance of 
health is lost and the disturbance of function is limited only by 
the susceptibility of the individual and the extent of the disease 
process. While this law has been felt for obvious reasons, as 
governing diseases of the digestive and circulatory organs as 

the stomach, liver, heart, etc., we are late in giving it its full 
scope of application in pelvic affections. 

We have reacht a stage of progress in pelvic surgery, a per- 
fection in technic and aseptic details that has made it possible 
to invade this region with impunity and to incise and excise 
without fear of fatal issue and with confident hope of regional 
recovery. We have acquired a habit of talking about successful 
extirpation of the uterus and appendages as if we were satisfied 
to believe the uterus was a removable, adventitious organ with 
certain encumbrances destined only to assist in the process of 
child-birth and quite dispensable when age or other conditions 
render this undesirable. Now, we have learned from the teach- 
ings of evolution and from the most ordinary observation that 
nature is accustomed to rid herself of all useless structures, that 
the moment she is done with them they are cast off or disappear. 

And we are just on the threshold of one of the greatest il- 
luminations the science of medicine has ever had, light on the 
obscure and perplexing subject of tissue metabolism, the nutri- 
tive relations of every portion of the human economy to every 
uther portion, a relation so fine and intricate, that the highest 
possibilities of microscopy and the most painstaking efforts of 
chemistry are strained to the utmost to grasp. Research is be. 
ginning to show that nature has still a system of laws behind 
and underneath all we have so far discovered and that we must 
learn and apply them before we can reach the measure of suc- 
cess we desire in invading her realm. 

According to these foreshadowed laws there is not an atom 
of tissue nor a cell too many or too few in the human frame, 
and the apportionment of function to each such atom and cell 
is accurate beyond conception. The later developments in the 
study of body metabolism have opened up a realm into which 
we have but begun to penetrate, and already proof is piling up 
of the intricate and delicate dependence of every structure and 
function upon very other. This sort of investigation has given 
rise to many new theories in regard to internal medicine and to 
many experiments in therapeutics, of which may be mentioned 
the applications of organic-therapy, and the administration of 
animal extracts, which have reacht such proportions as to take 
on considerable commercial importance. The uses of ovarian 
and orchitic extracts, thyroid tissues, red-bone marrow, etc., 
ete., are all founded on the more recent discoveries in systemic 
nutrition and the demands of general metabolism by which all 
the different functions are harmonized and the body maintained 
at a unit of health. The claim that certain glandular structures, 
such as the spleen, the thyroid and the pituitary body furnish to 
the system a secretion necessary to health was the beginning of 
this work. 

The ovary is claimed to perform such an important function 
also. The opinion of many investigators is that the ovaries have 
the following functions: (1) Ovulation; (2) through the men- 
strual hemorrhage removing organic toxins from the body; (8) 
an important part in the general nourishment similar to the 
use of the testicles in man. The theory has also been advanced 
that this secretion is directly concerned in the oxidation of the 
organic substances containing phosphorus from which the bone- 
salts are derived. While many writers still dissent, yet increas- 
ing investigation has proved that these speculations are along 
right lines, and that we have more to consider than mere ana- 
tomical possibilities when we interfere with the integrity of 
physical structures. 

A further advanced theory is to the effect that certain of the 
glands are not more valuable on account of the nutritive secre- 
tions which they furnish than for their anti-toxic properties; 
that they seem in some way to neutralize the action of poisons 
present in the system and that the evil effects of extirpation de- 
pend on the unhindered action of such poisons. If this Is 
found on further study to be true, then the deplored results of 
the removal of ovaries may be due in many cases to the direct 
action of toxins which it is the action of the ovaries to eliminate. 

That these untoward results of castration, so positively in- 
sisted upon by some writers and so vehemently denied by others, 
are not constant is no argument against the theory of glandular 
action, for it has been already pointed out that in many cases 
the spleen, the thyroid and the ovary can be reproduced by the 


growth of latent portions of similar structures in the body and 
their vital functions largely carried on by compensatory process. 
This is the explanation of the fact that thyroidectomy is not al- 
ways followed by the grave consequences usually observed. And 
it may be the explanation of some cases of the persistence of 
menstruation after ovariectomy. Not that menstruation is to be 
understood as the particular function of the ovary. Menstrua- 
tion being an occurrence of the normal child-bearing epoch of 
civilized woman, whether it was or was not the habit of her 
aboriginal ancestors, is decidedly the index of her genital health, 
and, so long as the normal relations of her pelvic organs are re- 
tained, will persist. Even a small portion of ovarian tissue is 
so useful that it can maintain this balance—all things being 
equal—as evidenced by the many cases of meustruation and 
ehild-birth in women who have had all but a modicum of ovary 
removed. 

In view of this innovation on our older theories (that the 
vvaries can be dispensed with when menstruation and child- 
birth are not called for, and that the uterus is but an organ for 
embryonic development) it is essential that we should perfect 
our methods for the restoration of all pelvic diseased structures 
and the preservation of their functions. 

Doleries says that in over 5,000 operations performed in 
France it is his conviction that in eight-tenths of these, this 
radical operation could have been avoided; also that out of 
about 300 cases personally observed in three years he found 
about fifty in whom the operation had reasonable grounds. 
Two or three years ago Howard Kelly claimed that in 200 cases 
referred to him for operation 15.5 per cent had no pelvie dis- 
ease. And Williams of Baltimore asserted that of 300 tubes and 
ovaries sent to him for examination by five different operators 
ut least 5 per cent presented absolutely no anatomic justification 
for their removal. 


The operations which have been devised by various opera- 
tors for preservation of ovarian tissue are summarized in the 
Am. Year-Book of Med. and Surgery, ’96, as follows: 

1. After abdominal section, partial extirpation by one of the 
following methods, (a) partial resection of the tubes and ovaries, 
with cutting or tearing of the adhesions, and replacing of the 
portions so treated within the abdomen; (b) partial amputation 
of the tubes, with return of the healthy portion to the abdomen; 
(c) partial resection of the diseased portions of the ovary, the 
eut edge, if healthy, being brought together and stitcht, or 
ignipuncture of the ovary if cystic, and fixing the ostium of the 
tube to the ovary; (d) Martin’s method, consisting also, in re- 
section of the diseased portion of the tube, and the formation of 
a new ostium; (e) Salpingotomy; that is, removal of a small 
piece of the tube, and bringing of the parts together (in cases of 
hydrosalpinx). 

2. Treatment carried on through the vagina or rectun); (a) 
Pelvic massage, which according to Jentzer, need not be dis- 
continued during menstruation, the sittings, however, at that 
time being of very short duration, and the movements being 
those that oppose congestion; (b) dilatation and curetage of the 
uterus; (c) catheterization and aspiration of the Fallopian tubes 
for the relief of abscesses; (d) the special treatment of gonorrheal 
cases by electricity; (e) the use of uterine drainage. Having had 
considerable experience with the first class of procedures, with 
the exception of ignipuncture, I can speak with confidence as 
to their efficiency in selected cases. 

In many cases coming under by observation there is dis- 
placement of uterus and ovaries with adhesions, and chronic 
metritis, salpingitis and oophoritis, but no other markt evidences 
of septic infection. In these cases the adhesions are broken up, 
a clean section is made in the ovary for removal of cysts, de- 
generated follicles and sclerotic tissue; and all healthy tissues 
replaced. Accurate coaptation of cut surfaces is secured by 
fine running catgut suture, the uterus is replaced and held in 
an anteverted position either by shortening the round ligaments 
or the suspensio-uteri operation of Kelly, which not only insures 
a restoration of position for the uterus, but prevents ovaries and 
tubes from becoming adherent as formerly in the cul-de-sac be- 
hind the uterus. 

The uniform success after these procedures depends not 
more on them than on the accessory worx with which I always 
fortify them. I curet the uterus in all instances and secure 3 
permanent patulous condition of the canal (sometimes by ampu- 
tation of the cervix) thereby securing free drainage, a healthy 
endometrium, and markt reduction in weight and size of uterus, 
Conservation of the ovary is not to be secured by simple 
plastic section of that organ, leaving behind in the pelvis a 
uterus faulty in position and function to encourage further 
progressive or recurrent trouble. 
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It is such incomplete work which calls very often for the 
secondary operating we hear so much about. ~ 

This technic is modified to suit the requirements of cases, 
hardly two ot which present precisely the same indications. But 
the general rule is, multiple operating—resection of the ovary, 
cureting and reposition of the uterus and the establishment of 
a patulous cervix. 

My lack of experience with ignipuncture is due to the fact 
that theoretically it does not appeal to me as rational, leaving 
behind a granulated surface and cicatricial tissue—effects to be 
avoided in all plastic surgery. 

Treatment carried on through the vagina or rectum without 
abdominal or vaginal section, should be confined to those cases 
where the inflammatory involvement of tubes and ovaries is 1u 
the incipient or congestive stage. In those of long standing 
aside from more pronounced adhesion and abscess formation, 
actual structural changes in the organs are present and do not 
yield so satisfactorily to such treatment from below. 

Pelvic massage, while extensively used in foreign clinics and 
practice, has not become popular in this country and the ethicai 
and temperamental constitution of our American civilization 
will prevent its wide acceptance, altho of undvubted value in 
proper cases, under proper conditions. 

A very large class of cases of pelvic disease which do not 
call for surgical interference with the integrity of the adnexa, 
may be greatly benefited by curetage and dilatation of the 
uterus and canal. This should be accomplisht thoroughly and 
permanent drainage secured either by some mechanical appli- 
ance or by plastic operation. I prefer the latter pecause of the 
tendency of cervical stenosis to occur, and the prolonged obser- 
vation and treatment necessary to prevent it unless a more rad- 
ical procedure is done. When, however, there are indicatioas 
which call for the use of a mechanical permanent dilator, I use 
a wire coil stem pessary which I have devised and found least 
objectionable of any such device. The description of this little 
instrument may be found in the Am. Gyn. & Obst. Jour. of Aug., 
796. As I have said, however, I prefer to do plastic work upor 
all such cervices with a view of insuring a patulous canal which 
will remain so without subsequent treatment. 

The technic which I have found most satisfactory in secur- 
ing this result was-the subject of a paper read before the Amer- 
ican Medical Association at its Denver meeting; therefore, 1 
wil not introduce it here. 

In the catheterization and aspiration of tubes for abscess, 
and in the special treatment of gonorrheal cases by electricity 
I have no experience, neither have I any faith. 

As for the removal of the uterus when the appendages are 
hopelessly diseased, this shonld not be an operation of selection. 
When it is found that to leave this organ will complicate the 
dangers of a grave operation, or when it presents sufficient in- 
dications within itself for removal then the question is settled 
on its merits, but when it is simply taken out on the theory that 
it is of no further use once the ovaries are gone, ur that it may 
become the seat of further disease we have but made conces- 
sion to our present ignorance of the value of all tissues and 
structures in the body’s life and maintenance. 

To recapitulate, it is the object of this paper to stimulate 
investigation along the line of greater conservatism of the gen- 
ital health of women. This may be aided first by deeper study 
into the problems of cell nutrition and general metabolism in 
order to determine the relative value of glandular and other 
structures, and the relation of the pelvic organs to the great 
systemic laws; second, by seeking into the habits and regimen 
of our patients as to diet, dress, social and educational life, ete., 
for the causes of disease, remembering that these if allowed to 
go uncorrected may handicap the best efforts of medical science, 
and effectually undo all that we may accomplish; and, third, by 
giving to every definitely diseased structure thg best opportun- 
ity to recover its function that science can devise, by prophy- 
lactic supervision of life and habits, by palliative treatment when 
it offers relief, and by prompt resort to surgical assistance when 
it is called for in the interests of true conservatism. 


Indiana has a new medical journal. It has been named the 
“Medical and Surgical Monitor” by its managers, Drs, Samuel 
Earp, Allison Maxwell, William V. Morgan, Jos. Riley Wast- 
man and John L. Marsters—most of whom have at some time or 
other been associated with the Indiana Medical Journal. The ini- 
tial number contains three good original articles by Indiana con- 
tnibutors, and some thirty pages of editorial motes and reviews 
well written. It is upon the whole very creditable and promises 
success if subsequent numbers be of similar excellence. 
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Times and Register says: A wet dressing should be above 
all non-irritating. Carbolic acid in even two per cent solution 
may cause severe dermatitis, while corrosive sublimate will of- 
ten give rise to very distressing local effects and even to con- 
stitutional symptoms. The very best lotion for general use in 
any part of the body is known under the name of Burow’s solu- 
tion. It is easily prepared by dissolving twenty-eight grains of 
lead acetate crystals in water, pouring this solution into a vessel 
containing a solution of seventy grams of alum in water, and 
then diluting as may be necessary for each case. 


Following la grippe empyema of the frontal sinus is some- 
times met. /As soon as recognized it should be subjected to op- 
eration. Several incisions have been proposed for the purpose of 
emptying the cavity; one of the best is along the lower border of 
the supraorbital ridge, after pulling the integument forcibly upon 
the forehead, or this incision may be joined by one perpendicular 
to it along the base of the nose; or an incision may be made in 
the median line, 1% inches from the base of the nose. The skin 
and the periosteum are then elevated; the sinus opened with a 
trephine, drill or chisel; polypoid or mecrotic tissue removed and 
the cavity thoroly cleansed; the fronto-nasal duct may be en- 
dJarged by passing a ‘trocar from the sinus into the nose, and a 
self-retainng drainage-tube inserted. The cavity is then kept 
free from secretions by irrigation with a mild antiseptic solution, 


Alabama Medical and Surgical Age contains an account of a 
laminectomy for fracture of the vertebra by Dr. B. G. Copeland, 
Professor of Clinical Surgery in the Birmingham Medical College. 
The break occurred in the dorso-lumbar region. The injury was 
received last September and was followed by complete para- 
plegia. There was entire loss of sensation in both legs, with 
paralysis of the sphincters of both bladder and rectum. He said 
that in all the cases he had found recorded in Keen’s surgery, the 
cord had been destroyed. In this case he made an incision twelve 
inches long, exposing the lamina of the vertebra. The last dorsal 
first and first lumbar were cut away. The membranes of the 
cord were found to be lacerated and were united by catgut sut- 
ures. Rapid improvement has been made since the operation, 
and sensation is rapidly improving. He thinks if this patient 
had been operated on earlier, results would have been better. It 
is often hard to say when it is best to do the operation. This is 
the only case out of a large number he had seen where the opera- 
tion promised anything like a good recovery. Since the opera- 
tion his patient has control over the bladder and rectum. 


Dr. C. A. Hamann, of Cleveland, recently presented to the 
Cleveland Medical Society a rare case: Congenital absence of 
both clavicles. Both (says the Cleveland Journal of Medicine) 
are represented by osteo-cartilaginous bodies perhaps an inch 
and a half in length on either side. The sternal extremity only 
of the bone is present. The inner extremity is smaller than nor- 
mal and the outer end of the bone tapers to a small point. The 
bone is rather larger upon the left side than upon the right. One 
can feel the subclavian artery very well as it passes over the 
first rib. The clavicular portion of the sterno-cleido-mastoid 
muscles is present. The fibers of the pectoralis major which 
arise from the inner portion of the clavicte are also present, and 
can be brought out when the muscle contracts. The trapezius 
also has fibers which pass to the clavicle. [hese are necessarily 
absent here. The coracoid process of the scapula can readily be 
felt, the deltoid muscle is well developt, but of course it cannot 
arise from the clavicle because that portion of the bone is absent. 
(here is present a condition of the skull, described by English 
writers as a skull resembling a “Hot Cross Bun,” a depression 
over the bregma, and in the lines of the coronal and sagittal 
sutures, This condition is regarded by some as evidence of 
rachitis. His hard palate is highly archt and is narrow. There 
is a slight facial asymmetry. The condition was discovered ac- 
cidentally; he knew nothing of the defect; it does not impede 
him jin his work in the slightest. His muscles are wel! developt. 
An interesting appearance is produced when the shoulders are 
approximated in front. As far as he knows there are no similar 
defects in any other members of his family. 
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“The Influence of Age, Sex and Race in Surgical Diseases” 
was the title of a paper read before the Kentucky State Medi- 
eal Society this year by Dr. W. L. Rodman, Professor of Surgery 
in the Kentucky School of Medicine. He claimed that negroes 
are practically immune from varicocele. An analysis of 500 
cases operated on shows not a single case of this condition in 
negroes, there being only one case encountered in a mulatto. Ex- 
tensive correspondence with eminent Southern surgeons corrob- 
orates this statement. As to gall stones, the colored race dre far 
less affected than the white. Of 106 cases, not a case of gall 
stones was met with in the negro. Tetanus is more frequent in 
negroes than in the white race. The reasons for this were given. 
Enlargement of the prostate is a comparatively common affec- 
tion in the white person after fifty, but rarely seen in the negro. 
The author has searcht the records of the Louisville Hospital for 
ten years, but has been unable to find any case of enlarged pros- 
tate in the negro. Congenital deformities, such as hare-lip, cleft 
palate, spina bifida, etc., are far less frequent in the negro, ac- 
cording to the experience of the author and of other Southern 
practitioners, than in the white race. Not a single case of hare- 
lip or of cleft palate in the negro has been operated upon in the 
Louisville Hospital for the last ten years. Dr. Rodman never 
encountered a case of club foot or of a spina bifida in the negro 
in the last ten years. Other surgeons corroborate him as to the 
rarity of these affections in the negro race. Very few cases of 
erysipelas occur in colored persons. Aneurism is far more com: 
mon, almost three to one, in the colored than in the white race. 
Three times as many cases occur in men as in women. Stone in 
the bladder is much more frequent in the white than in the ne 
gro race. 


Speaking of post-operative pain, Dr. Bb. B. Smitn, of Detroit, 
says: After operations one should give as little anodyne as pos- 
sible, none at all is better. Codein is preferab:e to morphin, on 
account of its less depressing, less constipating after-effects. If 
morphin must be given it is preferable to use the hypodermic 
syringe. For the pain after an operation involving the brain, 
one may give bromides. For abdominal pain after laparotomy, 
it is best to give teaspoonful doses of hot water and apply hot 
water to the abdomen, where it can be done without ‘infecting 
or wetting the wound. It is necessary to be careful to prevent 
vomiting after abdominal incision. This may be done by cocain 
spray to the nares, by laying a cloth wet with vinegar over the 
face, or by counter irritation over epigastric regions, ete. 


Suture of fractured clavicle seems to be gaining ground. A 
number of successful cases have lately been reported. In a re- 
cent article Foote advises suture under the following conditions: 
(1) Wrreducible deformity or one which will not stay reduced. 
(2) Interposition of muscle between the ends of bone. (3) Pres- 
sure upon or injury to a nerve. (4) Injury toa vessel, caus- 
ing a large hematoma. (5) Protrusion of a sharp piece of bone 
to the skin. (6) Compound fractures would naturally now be 
treated by suture. (7) As a secondary operation suture is Te- 
quired in cases of continued pressure on the nerves, as shown 
by pain or paralysis, and also in cases of non-union. 


Dr. Turner Anderson, Professor of Obstetrics and Gynecolo- 
gy in the Medical Department of the University of Louisvilte, 
says (Louisville Medical Monthly, June), that the bladder, when 
partially paralyzed from parturition or any other cause, can 
always be made to empty itself perfectly by throwing a large 
amount of warm water into the bowel, thereby doing away with 
the necessity of using a catheter, a most important consideration, 
particularly when the patient lives at a distance from the doc- 
tor. After difficult and protracted labors he has been obliged 
to use the catheter every day for weeks at a time, which was an- 
noying to the patient and inconvenient to himself. Since using 
the plan here recommended, he has had no trouble in this direc- 
tlon, the bowel and the bladder emptying themselves at the same 
time. 


Dunglison’s College and Clinical Record quotes Dr. H. A. 
Hare, Professor of Therapeutics in Jefferson Medical College, as 
saying: “In my experience there is no drug equal to ichthyol for 
the local treatment of erysipeZas. It relieves the itching and 
tingling, and lessens the course of the disease. After cleansing 
the affected area with soap and hot water, apply the following 


A case of suppurating ovarian cyst is reported to the Louis 
ville Journal of Medicine and Surgery by Dr. H. Horace Grant, 
Professor of Surgery in the Hospital College of Medicine. The 
patient, aged 26, had been in ill health with a continued fever 
for five or six weeks. After apparent improvement she suffered 
a very sharp attack of peritonitis, with pain, distension, severe 
vomiting and great tenderness. It was in this’attack that Dr. 
Grant saw her. Her abdomen was considerably distended, even 
up to the zyphoid cartilage, but noticeably fuller in the right side. 
‘he pulse was 120, and her general condition was such as for- 
bade even removal to the infirmary. The distension and vomit- 
ing got better after two days, and on the third day after his 
visit she was removed to the hospital. A diagnosis of ovarian 
cyst with probable suppuration had been made out. On section, 
made on June 24, the cyst was found adherent to the abdominal 
wall, and was ruptured before it could be separated. It con- 
tained a brownish, fluid pus, and the cyst wall was softened 
and adherent to everything. After carefully separating the ad- 
hesions on the parietal surface, it was found not only that the 
cyst was adherent to the uterus, intestines, liver, kidneys ana 
omentum, but that it was so friable from pressure necrosis as 
to be torn in many places on attempt at removal. The cyst con- 
tained a considerable jelly like material, which escaped through 
these rents into the pelvic cavity. Peritonitis had walled off the 
intestines to the left side, and only a few adherent loops came 
into view. It was clearly impossible to remove the cyst entire, 
and it was also too late to pack and drain it, as it was torn in 
many places. The only alternative was to pull off all that could 
be got away, which proved to be the most of it. No pedicle was 
made, as the structures were so matted together in the region 
of the tube that no effort was undertaken to isolate them. After 
every part of the cyst that could be detacht was removed, the 
ubdomen or rather the right side of it (for the left seemed shut 
off by adhesion) was thoroughly irrigated by normal salt solu- 
tion, and the gauze packing employed to fill up and drain. The 
patient was in such a deprest condition that it was deemed wise 
to employ the introduction of a saline solution into the vein. 
About eight ounces were transfused. She went to bed with 
pulse of 120, which rose in the next ten or twelve hours to 130, 
However, after twenty-four hours it came down to 110, and her 
improvement continued. The packing was removed forty-eight 
hours after operation, and subsequent drainage kept up by gauze 
wicks. After a week vaginal drainage was made, and a coun- 
ter opening was also made in the abdominal wall to tap the sup- 
purating cyst at a more favorable point. A considerable part of 
the broken-down cyst was left behind, adherent as it was to 
viscera, and the discharge continued for some weeks. The pa- 
tient at the time of report was able to sit up and walk about 
the room with support, and is rapidly gaining strength. The 
treatment of irremovable ovarian cyst on which a seztion has 
been made is by every method very unsatisfactory. Faulty as 
an incomplete operation must be in any part of the anatomy, 
it is most disastrous in the abdominal cavity, and the extensive 
suppuration which follows fixing a cyst to the wound, added to 
the adhesions and maiting of the intestines, leaves a condition 
from which very little is to be hoped. But Dr. Grant is happy 
in having secured an excellent result. The above report was 


made some weeks ago. The patient at this date is practical? 
wholly restored. 


In every case of gastric ulcer it should be borne in mind 
that the case may at any time become a surgical one. The indi- 
cations for operation are: (1) In perforation abdominal section 
must be done at once to repair the opening and to wash out the 
abdomen. Since 1894 the mortality after operation has fallen to 
53 per cent; without operation the condition is almost necessarily 
fatal. (2) For stricture of the pylorus. In this connection it is 
hard to distinguish obstruction from swelling of the tissues 
around the ulcer, or from pyloric spasm from true fibrous strict- 
ure. For the latter there are three possible operations: (a) Re- 
section of the pylorus; (b) gastroenterostomy; (c) pyloroplasty. 
Of these the first is the most dangerous, and has no advantages 
over the others, unless the ulcer can be excised with pylorus. 
Pyloroplasty is not applicable if the ulcer extends to the py- 
lorus, or where the pylorus is adherent, and its walls have lost 
their softness. When there is a choice between the second and 
third method, gastroenterostomy is to be preferred. (3) Operation 
may be required for adhesions or abscesses in connection with 
the ulcer. These are mostly very hard to diagnose, but it must 
be remembered that in some cases of persistent pain exploratory 


ointment: Ichthyol, 8; lanolin, 32; mix. Spread on diseased area 
and cuver with a soft cloth. 


laparotomy is justified. (4) For hematemesis. Since sudden 
death is the exception, and some cases recover with medical 
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treatment, the propriety of operation is still doubtful. Hart. ! 


mann’s twelve cases gave eight deaths and four recoveries, but 
the possibilities of better results are good in suitable cases. For 
violent hemorrhage laparotomy has almost always failed. Often 
the bleeding coiwmes from a branch of the splenic artery, whose 
territory is very difficult to reach, and sometimes the ulcer is 
too small to be found. For slighter hemorrhages which become 
dangerous through repetition, operation may be successful; us- 
ually pyloroplasty or more often gastroenterostomy have been 
performed in such cases with a view to procuring rest of the 
stomach, and consequently of the ulcer and its healing. (5) This 
last consideration has led some to propose gastroenterostomy 
ffor cases of uncomplicated gastric ulcer; as the general death 
rate for all cases of gastric ulcer Is 25 to 30 per cent, while for 
gastroenterostomy it is only 16 per cent; the operation has less 
danger than the disease. Another advantage of not waiting for 
complications is that the patient is in better health. In con- 
clusion it may be said that cases which do not improve with 
medical treatment in a reasonable time should be treated surg!- 
cally. 


Massage is the latest in the treatment of fracture of the 
patella. International Journal of Surgery states that in three 
eases of fracture of the patella, treated by massage, Dr. H. 
Lilienthal of New York obtained perfect functional results. The 
method adopted by him consisted in bandaging the Nmb and 
placing it on an inclined plane so as to relax the quadriceps as 
much as possible. As soon as the first shock was over, the mas- 
gage was commenced. This required two persons—a physician 
to hold the fragments together, and a massage operator. The mas- 
sage began at the body with upward strokes, and was carried 
downward to the knee. The region of the knee was rubbed very 
gently. This treatment had to be repeated twice daily, and the 
most attention was given to the quadriceps. After each treat- 
ment the lubricant should be rubbed off and the limb cleansed 
with ether, and the fragments approximated by adhesive-plaster 
strips, before the limb was returned to its former position on the 
inclined p'ane. Generally, after the third or fourth day, half an 
hour would be required for each treatment, On the elghth day 
# was perfectly safe to allow the patient to go about with a 
light starch splint on, to prevent flexion. Dr. Lilienthal thinks 
the patient might be allowed to walk about as desired, with the 
aid of a cane only. The splint was split down the front, so that 
ft could be readi!y removed for the massage. Im one case re- 
ported gentle flexion was begun on the twelfth day. In_ his 
opinion it would have been better if this had been begun a little 
earlier. (The flexion should be gradually increast, never caus- 
ing more than very slight pain. 


Dr. Charles A. Powers, Professor of Surgery in the Medical 
Department of the University of Denver (Western Medical and 
Surgical Gazette, May, 1898), discusses the comparison of sur 
gery at small and great altitudes. He advises the avoidance of 
operation where possible on persons who have recently gone to 
a high altitude from the sea level, and especially if they show 
any cardiac weakness, owing to the increast action of the heart 
and lungs rendered necessary by the rarefied atmosphere. Pul- 
monary invalids, however, who are well at great altitudes fre- 
quently suffer if removed to lower places for operation, and in 
some cases such invalids might ‘with advantage be removed 
from the sea to a higher level for that purpose. As to the anes- 
thetic, Dr. Powers finds that he is getting to place more and more 
reliance upon chloroform, ether being generally more irritating 
than in a moist climate. Of two hundred and forty-eight opera- 
tions in four years in Colorado, Dr. Powers employed ether in 
one hundred and fifty-nine, and chloroform in eighty-nine. One 
of his deaths he attributes to ether. His personal observations 
do not bear cut the general idea that shock is more severe on the 
mountains than at the sea level. Hemorrhage in general is rather 
more profuse at great altitudes, particularly the oozing from the 
smallest vessels; bleeding, however, he considers a little better 
borne, and saline infusion less frequently demanded. The chance 
of asepsis he considers equal in either situation, with a proper 
technic. Operation wounds in tuberculous patients he consid: 
ers heal more rapidly, and the healing is more permanent in Col- 
orado, and he remarks upon the small proportion of pulmonary 
invalids in whom surgical tuberculosis is developt. 


Dr. Joseph Kurtz, Professor of Clinical Surgery in the Uni- 
versity of Southern California, ‘has an article on congenital dis- 
location of the hip in the Southern California Practitioner, 
June, 1898, advocating the Hoffa operation. In this the patient 
is placed under an anesthetic, the knee well extended, the hip 
flext, so that the muscles arising from the tuber ischii become 
quite tense, and are then subcutaneously divided near their origin. 


After their complete division the leg should be well abducted to 
ibring out prominently the adductor muscles, which are also 
subcutaneously divided. The patient is now brought to the edge 
of the table, the hip hyperextended in order to make the mus- 
cles coming from the anterior superior spine vf the ilium and 
the fascia tata very tense; then these are cut in an open wound 
on account of control of bleeding If all the parts which are 
contractured are well divided, it is easy now to bring the head 
of the femur into its proper place; should this be impossible, 
fibers have been left uncut and must be lookt for, and divided so 
that no more impediment to the reduction exists. The wound 
should now be temporarily drest. After this by a Langenbeck’s 
straight incision the joint is opened, the capsule sufficiently dis- 
sected off, and the ligamentum teres extirpated so that the head 
may be freely luxated. The next step consists in the widening 
and deepining of the acetabulum; this is done with a strong, 
sharp Volkmann’s scoop, made bayonet shaped, with which fatty 
fissue, cartilage and a good deal of spongy bone substance is 
scraped out and washt out, great care must be taken not to re 
move the edges of the existing acetabulum, which really should 
be made very prominent by this operation. It is best to begin 
at the posterior edge, from which the cartilage must be removed. 
The finger is the guide to know whether the cavity is sufficiently 
wide and deep enough for the reception of the head. After deep- 
ening the acetabudum the femoral head can be reposited, which 
may occur with an audible snap. The head sometimes has un 
inclination to leave the cavity anteriorly, which may necessitate 
an inward rotation and retention in this position for several 
weeks. After reduction the superficial parts of the capsule 
should be extirpated, a proper dressing applied and the leg fixt 
in an extension apparatus; for very young children Phelps’ 
“Stehbett” is to be preferred. In the bilateral division both hips 
may be operated in one session. After a rest of four to six weeks 
in bed the patients are allowed to be up wearing an apparatus, 
which fixes the head of the femur for about a yeur or more ac- 
cording to the patient’s condition of health. For the bilateral 
cases Hoffa applies a peculiar corset constructed by himself 
caller “Stuetz-corsets,” for the unilateral cases a fixation hip 
splint. After the third week the patient must be treated daily 
with massage, passive and active motions, and this treatment 
may have to be continued for many months, sometimes for a 
whole year. The results of this treatment, says Dr. Kurtz, are 
very gratifying; in the bilateral the waddling gait and lordosis 
will be almost completely relieved; in unilateral cases the short- 
ening of the leg which, unfortunately, has not developt like the 
htealthy one, will require a raised shoe in order to correct the 
static scoliosis. The older the child the greater the difference in 
the size of the legs. Children should be operated upon as soon 
as the deformity is known, which is usually observed as soon as 
the child begins to walk. The younger the child the easier the 
operation and the better its effect. In chilren beyond ten years 
the operation described cannot be successfully performed, and 
another one must be resorted to in which the head of the femur 
is resected and a new joint formed upon the dorsum ilii. The 
after treatment of this operation is the same as that described 
above and the results are also gratifying, although a good deal 
of shortening of the leg or legs is unavoidable. : 


Dr. Royal Whitman of New York, Instructor in Orthopedic 
Surgery in the New York Polyclinic (Annals of Surgery), reports 
ten cases of fracture of the neck of the femur in children be- 
tween two and a half and eight years of age, and presents two 
skiagraphs showing the consequent deformity of the bone at the 
seat of the injury. In the course of this paper, the author deals 
with certain practical difficulties in connection with this in- 
jury, especially its immediate diagnosis, and its differential diag- 
nosis from hip disease during ‘the stage of recovery. It is held 
that the traditional age limit for fracture of the neck of the femur 
does not exist, and that this injury not only does occur in child- 
hood, but is probably not an uncommon accident which may be 
recognized, or may at a Jater period be mistaken for and treated 
the diagnosis of hip disease. In opposition to the accepted teach- 
ing that the symptoms here regarded as those of fracture are 
jue to separation of the epiphysis of the head of the femur, the 
author holds that it would be rather extreme violence followed 
py non-union of the fragments or subsequent disability that would 
favor the diagnosis of the latter form of injury. The less the 
violence and the less the immediate disability, the greater would 
be the probability of fracture when signs of fracture are present, 
because a bone is more likely to break in its weakest than in Its. 
strongest part, and because rapid union and almost normal func- 
tional capacity associated, as was observed in all the author’s 
cases, With upward displacement of the trochanter, prove that 
the solution of continuity could not have involved the articulating 
surface of the femur. ey 


: 
* . 
| 
| 
& 
| 
| 
Tig | 
4 | 
| 
} 
| 
US 
| 


AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


(30 volumes preserved 
aqueous solution of HzOz) _ 
‘te 


mS < IS THE MOST POWERFUL ANTISEPTIC AND PUS DESTROYER. 
HARMLESS STIMULANT TO HEALTHY GRANULATIONS. 


GLYCOZONE wits ore 


THE MOST POWERFUL HEALING AGENT KNOWN. 


These remedies cure all diseases caused by Germs. 
Successfully used in the treatment of Infectious and Contagious diseases of the alimentary canal: 


Typhoid Fever, Typhus, Yellow Fever, Cholera Infantum, 
Asiatic Cholera, Dysentery, Etc. 


Teaspoonful doses of Hydrozone, well diluted in a cupful of water, alternating with two teaspoonfuls of 
Glycozone, diluted with a wineglassful of water, freely administered as a beverage, will destroy the sceptic element 
which causes the disease. 

Send for free 240-page book “ Treatment of Diseases caused by Germs,” containing reprints of 120 scientific articles 
by leading contributors to medical literature. 

Physicians remitting 50 cents will receive one complimentary sample of each, “‘Hydrozone” and “ Glycozone” by 
express, charges prepaid. 

Hydrozone is put up only in extra sma!l, small, medium, and large size bottles, 
bearing a red label, white letters, gold and blue border with my signature. 

Glyeozone is put up only in 4-0z., 8-oz. and 16-02. bottles, bearing a yellow label, 
white and black letters, red and blue border with my signature. 

Marchand’s Eye Balsam cures all inflammatory end contagious diseases of 


the eyes. 
y Chemist and Graduate of the ** Ecole Centrale des Arts et Manufactures de Paris” (France). 


Charles Marchand, 28 Prince Street, New York. 
Soid by leading Druggists. Avoid Imitations. (= Mention this Publication. 


DRESSING 
ANTISEPTIC PACKAGE. 


PROGRESS IN SURGERY 


Has been largely due to antiseptic preparations and aseptic methods. 
One great want of the surgeon and general practitioner has been a 
surgical dressing that was thoroughly antiseptic, put up in a 
thoroughly antiseptic container and applicable wherever inflamma- 
tion was present. Unguentine in the collapsible tube fills this want. 
Observing physicians will admit that there is danger of contaminat- 
ing an antiseptic ointment when put up in. jars or other containers 
where a large surface is exposed when the lid or cover is left off or 
not securely replaced. Acting upon the suggestions of prominent 
physicians we take pleasure in offering to the profession Ungueutine 
in the collapsible tube which gives an antiseptic dressing put up in 

a thoroughly antiseptic container. 
Its advantages are many. The physician can carry’it in his case 
without danger of soiling either instruments, labels or any of its 
contents. It is most convenient, as the ointment can be easily ap- 
| plied on skin or bandage without the use of a spatula or other instru- 
Z inn ment, and on account of size of the package you can always have the 

SIR ASTLEY COOPER. best surgical dressing for minor work with you. 

It is the most economical, as it is the least expensive. 

The tube holds about 2 ounces and costs 25 cents. From the numerous letters of commendation we have 
already received from the profession we feel sure that the friends and users of Unguentine are pleased with this 
new container. 

To introduce Unguentine to you in the collapsible tube we will be pleased to send you, upon request, one 
tube, free of expense. 


PREPARED ONLY BY 


THE NORWICH PHARMACAL COMPANY, 
Sole Manufacturers, Pia _ Norwich, New York. 
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EUREKA SPRINGS, NORTHWEST 
ARKANSAS. 


This famous health and pleasure resort 
is located in the heart of Ozark Moun- 
tains. Climate mild and bracing. Waters 
unequaled for purity and medicinal qual- 
ities. The Crescent Hotel is now open. 
Rates reasonable. Excursion tickets on 
sale all the year. Through sleepers via 
8t. L. & 8. F. R. R. Write to George T. 
Nicholson, G. P. A., Frisco Line, St. 
Louis, Mo., or Manager Crescent Hotel, 
Eureka Springs, for descriptive pam. 
phlet. 


THE SENSIBLE TREATMENT OF LA 
GRIPPE AND ITS WINTER 
SEQUELAE. 


The following suggestions for the treat- 
ment of la grippe will not be amiss. at 
this time when there seems to be a prev: 
alence of it and its allied complaints. The 
patient is usually seen when the fever is 
present, as the chill, which occasionally 
ushers in the disease, has generally past 
away. First of all the bowels should be 
opened freely by some saline draught. 
For the severe headache, pain and gen- 
eral soreness give a five grain Antikam- 
nia tablet, crushed, taken with a little 
whisky or wine, or if ty , pain is very se- 
vere, two tablets shomu be given. Re- 
peat every two or three hours as requir- 
ed. Often a single ten grain dose is fol- 
lowed with almost complete relief. If 
after the fever has subsided the pain, 
muscular soreness and nervousness con- 
tinue, the most desirable medicine to re- 
lieve these and to meet the indication for 
a tonic are Antikamnia and quinine tab- 
lets, each containing 24 grains Antikam- 
nia and 2% grains quinine. One tablet 
three or four times a day will usually an- 
swer every purpose until health is re- 
stored. Dr. ©. A. Bryce, editor of the 
Southern Clinic, has found much benefit 
to result from five grain Antikamnia and 
Salol tablets in the stages of pyrexia and 
muscular painfulness, and Antikamnia 
and Codeine tablets are suggested for the 
relief of all neuroses of the larynx, bron- 


chial as well as the deep seated coughs, 
which are so often among the most prom- 
inent symptoms. In fact, for the trouble- 
some coughs which so frequently follow 
or hang on after an attack of influenza, 
and as a winter remedy in the trouble- 
some conditions of the respiratory tract, 
there is no better relief than one or two 
Antikamnia and Codeine tablets slowly 
dissolved upon the tongue, swallowing 
the saliva. 


AN IMPORTANT DEVICE. 


One of the most tmportant improve- 
ments in surgical devices is the electric 
headlight which 1s one of the attach 
ments used with the Dow Portable Elev- 
tric Assistant, advertisement of which 
will be found in the front part of this 


number of the journal. It is the only in- © 


strument now in existence with which 
physicians can throw a direct light 
through a cystocope or urethroscope. The 
reflector is so small that It can be placed 
between the eyes and does not obstruct 
the view in the least. 1t throws the 
light straight with the vision. One can 
see distinctly through a tube one-eighth 
of an Inch in diameter and eight inches 
long. It can be focused so that it will 
throw an intense light, not covering a 
spice over one-half inch in diameter ten 
inches from the eye; or ean be made to 
vover six inches at the same distance, 
for surface work. ‘This is done hy the 
means of a double condensing lena. It 
is the ‘best thing of the kind ever put on 
the market. For obstetrical work it 
cannot be surpassed. Any physician 
must at once see the value of this instry- 
ment. and it should receive the success 
it merits. 

The Dow portable electric assistant 
provides another very useful instrument, 
namely, the “Otoscope.” We cannot il- 
lustrate it here for lack of space. Suf- 
tice it to say the small electric lamp is 
placed in it in such a manner that the 
rays are thrown directly through the tip 
and does not in any way interfere with 
the vision;, the operator looking through 
a magnifying lens which enlarges the 
object being examined, notably the ear 
and nose, can optain a clear sight, there- 
by being able to detect any trouble and 
treat the same intelligently. It is a valu- 
able instrument and something the up- 
to-date physician would not be without 
after once making an examination with 
it. 

And these are only two of the attach- 
ments of the Dow portable electric as- 


sistant. To describe the assistant com- 
plete would require the use of 12 to 15 
cuts, for which of course we haven’t 
room here; but if our readers will write 
to the company and mention the Ameri- 
can Journal of Surgery and Gynecology 
they will take pleasure in fully explain- 
ing the case and in sending their illus- 
trated catalogue. 


THE PHONENDOSCOPE. 


Inourcolumns will be found the genuine 
“phonendoscope” (Bazzi-Bianchi’s). We 
say genuine, because, like all other good 
things, the phonendoscope has been in- 
fringed on and not only has it been imi- 
tated and these imitations sold under and 
in infringement of the trade mark “phon- 
endoscope,” but deceiving and similar 
sounding names have been devised, so 
that unscrupulous dealers could sell these 
imitation instruments to the unsuspect- 
ing physician and thereby reap profits by 
this deception. 

No instrument in our recollection has 
attracted so much attention and had such 
a large sale as the phonendoscope, the 
sales of the genuine reaching nearly 
8,000, and it will probably be never 
known the exact number of worthless 
imitations foisted on the profession; al- 
though the patentees are searching the 
country over for evidence that will prove 
the fraud, and several suits have already 
been started to’ clear away all these in- 
fringements. Some of these imitations 
are of the most crude and careless werk- 
manship and it is no wonder that any 
physician having been deceived by the 
useless infringement should consider the 
phonendoscope of no value. 

But the genuine instrument is of ine#- 
timable value and a remarkable improve- 
ment over the various stethoscopes. The 
phonendoscope may be obtained from all 

reputable instrument dealers, who are 
supplied by the sole agents of the Bazzi- 
Bianchi instrument, G. P- Pilling & Yon, 
Philadelphia. We caution. our readers 
against the “just as good” kind. The 
genuine is stamped Bazzi-Bianchi and G. 
P. Pilling & Son, sole agents. 


Dr. W. L. Rodman has resigned the 
chair of surgery in the Kentucky School 
of Medicine and goes to Philadelphia to 
accept the professorship of surgery in 
the Medico-Chirurgical College. 
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PATTERSON HOME. 


Morphine and Liquor 
Habits a Specialty. 


This Home is devoted exclusively to the cure 
of these SO-CALLED habits, no Keeley or Gold 
Cure used, but what is known as the Patterson 
System of treatment, based upon the theory that 
the so-called habit is a disease proper of the ner- 
vous system and that the nerves MUST be restored 
in advance of taking away the narcotic, hence ne 
sickness or torture and scarcely discomfort 
attending acure. Write for details. 


Cc. PATTERSON, M. D., 
Medical Director and M: 


DR. EMORY LANPHEAR, 


PRACTICE LIMITED TO 


SURGERY AND GYNECOLOGY, 


4049 Finney Ave., St. Louis, Mo, 


DR. H. E. PEARSE, 
SURGEON. 


1018 HE. 15th Street, KANSAS CITY, MO. 
Office Hours, 8 to 5 P. M. 


8 6 E. Bridge Street, GRanp Rapips, MICH, 


DO YOU WANT THE 


GREAT 


If so, send us $1.00 for subscription to the 
American Journal of Surgery and Gynecology 
for one year, and 15 cents for charges, and 
we will send it free of all expense. The pub- 
lisher’s price is $1.00. 


all famous physicians have had some 


ally good prescriptions. Dr. John Hh, Ring 


King’s 


$1.00 
It is a work of inestimable value. It will be 
your constant work of reference; highly rec- 
ommended by the medical press; printed on 
superfine paper; large type; beautifully bound 
in cloth; octavo 346 pages. 
Make all orders payable to 
AMERICAN JOURNAL CO., 


Frou Sudenham dowitt.... 


A. H. CORDIER, M. D., 


PRACTICE LIMITED TO 


“> ABDOMINAL SURGERY AND DISEASES OF WOMER, < 


RIALTO BUILDING, 
iansas City, Do, 


JOHN C, MCCLINTOCK, A. M., M. D,, 


Practice limited to Surgery 
and Gynecology. 
330 Kansas Ave., Topeka, Kansas, 


H. C. CROWELL, M. D., 
Practice Limited to Diseases of Women, 
THE BEST HOSPITAL ACCOMMODATIONS. 


Y. M. C. A. Building, 9th and Locust Sts., 
Office Hours: 2to 5 p.m, KANSAS CITY, MO- 


WILLIAM E. McVEY, B.S., M.D,, 


Practice limited to 
Laryngology, Rhinology and Diseases 
of the Chest. 
TOPEKA, KANSAS. 


James Moores Ball, M. D., 


DISEASES OF THE EYE AND EAR. 


Office, 3509 Franklin Avenue, 
St. Louis, To. 


J. H. THOMPSON, M. D., 


Clinical Professor of Ophthalmol and 
Otology Kansas City Medical College. 


OPHTHALMIC SURCEON, 


orff Building: 2 ‘eventh 
Kansas City, He. 
IRVING MILLER, M. D. EB. B. Britron, M. D. 
Surgeon. Attending Physician. 


Dr. IRVING MILLER’S 


Sanitarium for Gynecological and Surgical Dis- 
eases, No. 224 Lafayette Avenue t. 


Appointments unsurpassed. Number limited. 
IRVING MILLER, M. D., 
Residence, 1927 St. Paul St. Baltimore, Md 


SAM COCHRAN, U. 5. M.-H 


Consulting Surgeon to Genito-Urinary Dept. 
Eouisville City Hospital, 


Room 516, Froon, Custom House, 


St. Louis, Mo. 
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ERS. 


Though the typhoid, malarial and yel- 
low fever epidemics in Cuba have not 
yet reached this country, it is well to 
guard against them by taking precaution- 
ary measures. If it be true, that the ma- 
teries morbii of these diseases belong to 
the bacillus group, the remedies mani- 
festly are an antiseptic and an antipyret, 
ic. As an intestinal antiseptic we have 
nothing better than salol. The consensus 
of opinion is in this direction. When we 
add the antipyretic and anodyne effects 
of antikamnia, we have a happy blending 
of two valuable remedies, and these can- 
not be given in a better or more conven- 
ient form than is offered in “Antikamnia 
and Salol Tablets,” each tablet contain- 
ing 214 grains antikamnia and 2% grains 
salol. The average adult dose is two tab- 
lets. Always crush tablets before admin- 
istering, as it assures more rapid assim- 
lation. It is not our desire to go into the 
study of bacteriology here; our aim is 
simply to call attention to the necessity 
of intestinal antisepsis in the treatment 
of this class of diseases. If in the treat- 
ment of these diseases, an intestinal an- 
tiseptic is indicated, would not the sci- 
entific treatment of the conditions pre- 
ceding them be the administration of the 
same remedies? Fortifying the system 
against attacks is the best preventive of 
them. 


SANMETTO RELIEVES QUICKLY IN 
PROSTATIC TROUBLES. 


To say that Sanmetto does all that 
could be reasonably expected of it, in all 
troubles of the genito-urinary organs, is 
not an adequate description of its thera- 
peutic value. For it aids in any conges- 
tion more or less, and is therefore an 
invaluable remedy for all congestions, es- 
pecially of the prostate gland, affording 


relief quickly. 
H. A. GROSS, M. D. 
1858—Med. Dept. Washington Univ. 
(St. Louis Med. Col), St. Louis, Mo. 
Drake, Mo. 


TRUE AMERICANISM. 
masses of the people, have tired of the 
arrogation of superiority implied by the 
announcements of foreign manufacture, 
and are revolting against them. This spir- 
it is especially commendable at the pres- 
ent time, when a vast wave of patriotism 
is rolling over the land, making the North 
and the South, the Hast and the West as 
one band of brothers by its magic influ- 
ence. The Antikamnia Chemical Com- 
pany, of St. Louis, in all of its advertis- 
ing matter, whether through the journals 
or by circulars, takes parricufar pains to 
impress upon physicians and pharmacists 
that its goods are made in America, by 
Americans, and for American use. This 
enterprising company realizes that the 
words “made in Germany,” or “made in 
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INTESTINAL ANTISEPSIS IN FEV; 


France” no longer possesses the Influence 
and meaning they once had. The people 
of this country no longer scorn or under- 
rate the products of their own native lab. 
oratories and work shops.——The National 
Druggist. 


FOR HEMORRHOIDS. 


S. Norwalk, Conn., June 9, 1898. 
Kress & Owen Co., New York City. 
Gentlemen:—I have employed your 
Glyco Thymoline (Kress) in cases of hem- 
orrhoids, as well as in gynecological 
cases, and always with desired effect. 
Yours truly, 
BMILY PARDEEEH, M. D., 
Professor of Diseases of Children in 
Woman’s Homopathic Medical College, 
and Resident Physician in Home Rest. 


A SHASONABLE REMEDY. 


Now that the season for malarial fevers 
1s on we can advise all physicians to try 
jthe Plasmodicide Plaques manufactured 
iby the Howard Chemical Co, of St. Louis, 
As will be seen by reference to the for- 
mula these plaques are really the best 
\remedy for maskt forms of malaria, as 
»well as the most successful combination 
.of drugs ever tried for the acute malar- 
ial fevers of summer and autumn. To 
those who have not already done so, we 
say: try them. 


“CIN OVARIAN CONGESTION, HYSTERALGIA DY SR ENC 


A 


PHTHISIGAL COUGH ‘avo GRIPPAL CONDITIONS,© 


Slowly dissolve Tablet uponthe tongue.po. 
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SANMETTO., this distension of the abdominal muscles, pared with pure water only, increasing 


J. S. Jordan, M.D.,of Indianapolis, Ind., 
writing, says: “I have been using San- 
metto for a number of years, and with 
unvarying good results. In cases of 
prostatitis, prostatorrhea, cystitis, chronic 
gonorrhea and kindred genito-urinary 
troubles I find it one of the most valua- 
ble acquisitions to our materia medica. 
In irritable conditions of the neck of the 
bladder, so frequent among females, San- 
meito has proven a godsend. I can also 
heartily recommend it as the very best 
aphrodisiac I have ever used.” 


; CONTRADOLIN, 


An announcement of which will be found 
in another part of this journal, is unques- 
tionably the greatest of the long series 
,of chemical and synthetic coal tar prod- 
‘ucts yet discovered. 

Chemically it combines the molecules 
‘of salicylic and phenylic acids, with 
acetamid and soda, and is represented by 
the formula, C15 H14 04 N (N A). Its 
physical characteristics are: A white 
amorphous powder, partially soluble in 
cold and wholly soluble in hot water and 
solutions containing alcohol, tinctures, 
elixirs, etc. To the taste it is sweetish, 
slightly pungent and perceptibly alkaline. 
It is compatible with quinine as well as 
all other alkaloids and can be administer- 
ed singly or in combination, in pill, pow- 
der or liquid form. 

Therapeutically it is antizymotic, anal- 
gesic, antineurotic and antithermic—an- 
odyne. The dose is from 25 to 50 centi- 
grams (5 to 10 grs.) and can be repeated 
are necessary without deleterious ef- 

“— an antineurotic, analgesic and ano- 
dyne its effects approximate the marvel- 
ous; relieving often in a few moments the 
most acute nervous, cerebral and muscu- 
lar pains, neuralgia, hemicrania, mialgia, 
the various forms of rheumatism, gout, 
locomotor ataxia and all neuroses due to 
menstrual irregularities yield to its be- 
nign and powerful action. It affords 
prompt relief in asthma and bronchitis 
and checks the nocturnal sudorisis in 
phthisical patients. It stops fermenta- 
tion and destroys the fermentative germs 
of disease. 

In any of the above or similar ailments 
it can be given in 5 to 10 grain doses, ac- 
cording to age and strength of patient, 
every 1 to 4 hours. 

To such of our readers as have not yet 
tried Contradolin we earnestly recom- 
mend that they avail themselves of the 
unusual special offer of the manufactur- 
ers to physicians and thus without cost 
add a valuable, we dare say indispensa- 
ble, remedy to their home supply. 

, As an antipyretic it is much more effi- 
eacious and positive in its results than 
any other foreign or domestic coal tar de- 
rivative. It has no dangerous depressing 
effect on the heart’s action and will re- 
duce the high temperature in septic fe- 
vers to normal in the course of a few 
hours. 


REDUCTION OF HERNIA. 


When a hernia has protruded and be- 


come incarcerated, and its reduction 
proves difficult, and even seems imposs!- 
ble on account of corpulence and owing to 


place the patient in a warm bath of 102 
degrees Fahrenheit. After fifteen min- 
utes the reduction of the hernia will gen- 
erally be easily effected, for in the warm 
‘bath the vessels become relaxed and the 
tension of the striated mhuscles ceases. 
The after treatment must consist of 
applying a truss that ‘will be a positive 
retainer; one that will not shift out of 
position, and that ‘will ‘be so comfortable 
that the patient can keep his mind off 
his aftiiction. Seeley’s hard rubber truss- 
es are found to meet every requirement. 
An illustrated catalogue will be mailed 
on request to the manufacturers, Ches 
terman & Streeter, Philadelphia, Pa. 


THE PRACTICAL TREATMENT OF 
SCALDS AND BURNS. 


N. David Chapman, B. S., M. D., of Sy- 
racuse, N. Y., after detailing four cases 
of more or less severe burnsin which he 
derived great ‘help from the use of Un- 
guentine, which was alternated and com- 
pared with the usual oily applications, 
reached the following conclusions regard- 
ing this valuable preparation: A—Kasy 
to apply. B—Great relief to patient, it 


acting as a sedative, cooling and nun-ir- . 


ritating. C—lt does not dry out so 
quickly, and consequently the dressings 
do not have to be changed so often. D— 
Rapid cicatrizant. H—When used pre- 
vents granulation tissue. 
toxic. G—Patients recover more quick- 
ly under the Ungunetine treatment than 
any other. H—Prevents the necessity ef 
skin grafting in a good many cases by 
hastening the reparative processes. I~ 
It is much more couvenient, neat and 
practicable.-Abstract from article in 
New York Medical Journal. 


WESTERN LEATHER MFG. CO. 


We call attention to the advertisement 
of the Western Leather Manufacturing 
Co. of Chicago. This concern makes a 
specialty of manufacturing physicians’ 
leather goods and claims to sell their goods 
to every first-class physicians’ supply 
house in the United States and Canada. 
They publish a very neat 80 page cata- 
logue which you can get for the asking. 

About November 1 they will move to 
42-44-46 Wabash avenue. 


INTERLAKEN SANATORIUM. 


This institution, at LaPorte, lnd., is an 
institution opened a little over a year ago 
by Dr. Horace Wardner, formerly super- 
intendent of the Anna, Ill., Hospital for 
the Insane, for the cure and treatment 
of (mild) mental and nervous diseases, in- 
cluding drug and alcoholic habits. Dur- 
ing the short time it has been in existence 
it has been very successful in its lines of 
work. The location is one of the very 
best. The rooms are large and pleasant, 
with steam heat, electric lights and baths 
in variety. It is a quiet home where the 
afflicted can have rest, with kind and 
skillful attention. Correspondence solic- 
ited with physicians especially. 


MILK INFECTION. 


I have just had an opportunity of see- 
ing the wonderful value of Imperial 
Granum in milk infection. I ordered the 
baby to be fed on Imperial Granum, pre- 


by one teaspoonful the quantity of Im- 
perial Granum directed to be used when 
prepared with milk. An immediate im- 
provement and most satisfactory recov- 
ery of the case was the result. 

——,, M. D. 
To the Imperial Granum Co., N ew Haven, 
. Conn, 


NEWS OF SURGEONS. 


Dr. Joseph M. Mathews has resigned 
the chair of surgery in the Kentucky 
School of Medicine of Louisville and gone 
into the Hospital College of Medicine. 


Dr. A. C. Bernays, Professor of Anato- 
my and Clinical Surgery in the Marion- 
Sims College of Medicine, St. Louis, has 
returned from Europe much improved in 
health. ‘There is no truth in the report 
that he was affected with cancer of the 
stomach. 


Some very interesting letters concern- 
ing the Cuban war have been appearing 
in the Journal of the American Medical 
Association from the pen of Dr. Nicholas 
Senn, Professor of Surgery in Rush Med- 
ical College, Chicago, acting as assistant 
surgeon general, U. S. A. He has not 
hesitated to criticise several high officials 
of the regular army, and may be court- 
martialed. Those who know Dr. Senn 
feel sure his criticisms were well deserv- 
ed, and will stand investigation. 


Dr. L. 8S. McMurtry, the well known 
abdominal surgeon, has been elected 
president of the Hospital College of 
Medicine of Louisville. 


The vegetarian cranks have had a seri- 
ous setback. By them Mr. Herbert 
Spencer has been credited with vegetari- 
an principles. An enthusiastic devotee 
of the vegetarian school, meeting the 
philosopher a short t:me ago, askt him if 
he still adhered to that system of diet. 
“I was a vegetarian for one year,” Mr. 
Spencer replied, “but at the end of that 


_.time-I went over all that I had written 


during the year and consigned it in toto 
to the fire.” 


At the Pittsburg meeting of the Amer- 
ican Association of Obstetricians and 
Gynecologists the following officers for 

899 were elected: President, Edward J. 
Ill, Newark, N. J.; first vice-president, 
Edwin Ricketts, Cincinnati, O.; second 
vice-president, A. B. Miller, Syracuse, N. 
Y.; secretary, Wm. Warren Potter, Buf- 
falo, N. Y¥., re-elected; treasurer, X. O. 
Werder, Pittsburg, Pa., re-elected. Bx- 
ecutive Council, A. Vander Veer, L. 8. 
MeMurtry, W. EB. B. Davis, John M. Duff, 
L. H. Dunning and Walter B. Chase. In- 
dianapolis, Ind., was selected as the place 
for holding the next meeting, the time of 
which was left to the Executive Council. 


Dr. Francis L. Haynes, Professor of 


Gynecology in the Medical Department 
of the University of Southern California, 
Los Angeles, died October 18, 1898, at the 
age of 48. He was a prominent worker 
‘of the great West and will be sadly mist 
by his associates and students. 


i 
i | 


xxii AMERICAN JOURNAL OF SURGERY AND GYNECOLOGY. 


DAYS’ 


N ACCORDANCE with our rule we publish the past month’s new subscribers below. There are NO RENEWALS 


in this list; receipts for renewals are sent by mail—only NEW SUBSCRIBERS’ names appear in these lists. 


We have been publishing such lists monthly for the past three years. 


NEW SUBSCRIBERS. 


ALABAMA. 
Dr. Geo, A. Ketchum, Mobile. 


ARKANSAS. 

Dr. A. S. Gregg, Fayetteville. 

Dr. L. Kirby, Harrison. 

Dr. C. M. Lutterloh, Jonesboro. 

Dr. W. H. Hubbard, Piggott. 

Dr. J. L. Burnes, Jonesboro. 

Dr. M. 8S. Dibrell, Van Buren. 

Dr. W. B. Sprague, Eureka Springs. 

Dr. J. C. Minor, Hot Springs. 

Dr. I. I. Ramey, Mena. 

Dr. J. B. Bolton, Eureka Springs. 

BAHATIIA ISLANDS. 

Dr. J. B. Albury, Nassau. 
CALIFORNIA. 

Dr. F. B. Twining, Fresno. 

Dr. I. A. McCarty, Corona. 

Dr. B. Smith, Los Angeles. 
COLORADO. 


Dr. J. A. Weaver, Colorado Springs. 


A. 
Dr. Z. H. McClanahan, Colorado Springs. 


GEORGIA. 
Dr. J. H. Gneezling, Greensboro. 
Dr. G. R. Maner, Garnett. 
. D. Rogers, Kensington. 
ILLINOIS, 
Dr. Henry T. Byford, Chicago. 
Dr. E. R. Mulford, Mokena. 
Dr. W. S. Halliday, Monmouth. 
Dr. J. C. Kilgore, Monmouth. 
Dr. R. M. C. Ball, Monmouth. 
Dr. A. R. Graham, Little York. 
Dr. J. M. McUlannahan, Kirkwood. 
Dr. J. W. Standley, Alexis. 
Dr. B. B. Standley, Alexis. 
Dr. J. P. McClanahan, Alexis, 
Dr. J. F. McCutcheon, Alexis. 
Dr. C. A. Skinuer, Monmouth. 
Dr. A. G. Patton, Monmoutk. 
Dr. J. A. Schreck, Cameron. 
Dr. B. A. Griffith, Swan Creek. 
Dr. U. ©. Linn, Monmuuth, 
Dr. H. Marsnall, Moenmoutn. 
Dr. BE. L. Mitche'l, Roseville. 
Dr. C. Martin, Seward. 
INDIANA. 
Dr. R. Stephenson, Hedrick. 
INDIAN TERRITORY. 
DY. 8. B. Kugon, Poteau. 
Dr. G. H. Collins, Davis. 
Dr. T. B. Benson, Bufaula. 
Dr. A. McClure, Poteau. 
Dr. B. S. Zacnary, Wister. 
Dr. H. EB. Williams, South McAlester. 
Dr. H. G. Tilly, Pryor Creek. 
Dr. Sam Clayton, Chelsea. 
Dr. A. G. Cranfill, Keaguan. 
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Dr. John D. Pate, Yamaby. 

Dr. H. V. Ludlum, Sansbots. 

Dr. M. C. Hildebrand, Courtney. 

Dr. T. B. Bryan, Caddo. 

Dr. B. S. Gardner, Marsden. 
IOWA. 

Dr. Catherine Buell. Hampton, 


Dr. F. W. MecCannon, Cleartield. 


KANSAS. 
Dr. H. L. Chambers, Lecompton. 
Dr. J. M. Phillips, Linwood. 
KENTUCKY. 
Dr. S. G. Spradling, Soldier. 
Dr. M. Dillo, Carlyle. 
Dr. R. 8. Coleman, Princetun. 
Dr. W. H. Armstead, Henderson. 
Dr. R. H. Dunlap, Covington. 
Or. F. L. Lanphear, Louisville. 
LOUISIANA. 
Dr. James McGoltrick, Coushatta. 
Dr. J P. Elmore, Edgard. 
Dr. J. F. Newman, New Orleans. 
MINNESOTA. 
Dr. A. B. Stewart, Owatonna. 
Dr. BE. Holte, Crookston. 
Dr. J. V. O'Connor, Waverly. 
Dr. W. F. McCarthy, Jordan. 
Dr. J. A. Bernard, Minneapolis. 
Dr. E. 8. Strout, Minneapows. 
Dr. L. A. Nippert, Minneapolis. 
Dr. G. F. Merritt, St. Peter. 
Dr. C. J. Ringnell, Minneapolis. 
MISSISSIPPI. 
Dr. D. E. Linder, Coila. 
MISSOURI. 
Dr. J. B. Mathis, Peggy. 
Dr. J. P. Cox, Willard. 
Dr. HE. 'T. Judd, St. Louls. 
Dr. Emma O. Gantz, St. Louls. 
Dr. F. Neuhoff, St. Louis. 
Dr. L. W. Luscher, Kansas City. 
Dr. H. D. McQuade, Kansas City. 
Dr. J. J. Norwine, Bismarck. 
NEW YORK. 
Dr. J. A. VanHorn, New York City. 
Dr. Henry Foster, Clifton Springs. 
NORTH DAKOTA. 
Dr. S. W. Rutledge, Grand Fork. 
Dr. J. E. Engstad, Grand Fork. 
NOVA SCOTIA. 
Dr. M. A. MeDonald, Sydney, C. B. 
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Dr. €. H. Springer, Cleveland. 
Dr. Katheryn Bainbridge, Toledo. 


OKLAHOMA. 
Dr. Levi Horner, Ponca City. 


ONTARIO. 
Dr. A. R. Hanks, Blenheim. 
Dr. Thos. Norton, Shelburne. 


PENNSYLVANIA. 
Dr. F. Hurst Maier, Philadelphia. 
Dr. J. E. Duncan, Pittsburg. 
Dr. B. F. Hunt, Bedford. 


SOUTH CAROLINA. 
Dr. Chas. Toole, Montmorenci. 
Dr. R. S. Cathcart, Charleston. 


SOUTH DAKOTA. 
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Dr. Frank Oulton, Ashton. 
Dr. H. E. MeNutt, Aberdeen. 
Dr. H. W. Subera, Sioux Falls. 
Dr. T. Y. Stevenson, Sioux Falls. 
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Dr. J. T. Masoner, Newark. 
Dr. J. H. Hooks, Paris. 
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WISCONSIN. 


,Dr. J. P. Connell, Fon du lac. 
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Dr. W. B. Hill, Milwaukee. 
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